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ABSTRACT

The study examined the overall effectiveness and cognitive mediators of the
effects of a brief intensive treatment for social anxiety. This treatment was based on a
longer term treatment and included three targets: self-focused attention, safety behaviors,
and social cost overestimation. Accordingly, we examined the mediating role of these
three variables as well as the mediating role of social-ineptness.
A large group (N~ 1224) of incoming college freshmen was screened using a
social anxiety screening questionnaire. Students (n =127) with elevated scores were
invited for individual interview assessment sessions. Thirty-six students completed the
assessment, which included interviews to confirm a diagnosis of social anxiety disorder
and to assess the severity of social anxiety symptoms. The assessment session also
included the administration of measures of the four proposed mediators. Eligible study
participants (n = 30) were matched based on gender and approximate social anxiety
symptom severity. One member of each yoked pair was randomly assigned to a brief
social anxiety intervention (SAI) treatment condition versus an applied relaxation training
control (RTC) treatment condition. Thus, 15 participants were assigned to each of the two
conditions.
Participants in the SAI and RTC groups attended two treatment sessions. The SAI
treatment involved construction of a personal model of social anxiety, engagement in a
self-focus of attention experiment, completion of a cost estimation task, and in vivo

exposures to reevaluate social cost estimates. The RTC treatment involved training in
applied relaxation techniques. Both treatment conditions included encouragement to
engage in self-directed exposure using the treatment skills. The post-treatment
assessment included a re-administration of pre-treatment measures.
Results indicated that the treatment (SAI vs. RTC) had a significant effect on
ADIS fear ratings (t = 2.24, p < .05 one-tailed), which was mediated by the social cost
and social ineptness, but not self-focused attention and safety behaviors. The treatment
(SAI vs. RTC) also had a significant effect on ADIS avoidance ratings (t = 3.35,p < .01
one-tailed), which was also mediated by the social cost and social ineptness, but not selffocused attention and safety behaviors. Limitations of the study and future directions for
research are discussed.
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CHAPTER 1
INTRODUCTION

Social phobia is widely accepted as a highly prevalent disorder with serious
emotional and psychosocial consequences (Kessler et al., 1994). Lifetime prevalence of
social phobia is estimated at over 10% and it is the third most common psychiatric
disorder in the United States after depression (17%) and alcoholism (14%; American
Psychological Association, 2003; Kessler et al., 1994; Magee, Eaton, Wittchen,
McGonagle, & Kessler, 1996). Many negative psychosocial outcomes are associated with
social phobia, including an increased risk for suicide as well as occupational and social
dysfunction (Greenberg et al., 1999). Additionally, comorbidity rates with social phobia
are relatively high, with one estimate indicating that 69% of individuals who meet criteria
for social phobia also meet criteria for a second Axis I diagnosis (Schneier, Johnson,
Hornig, Liebowitz, & Weissman, 1992). Furthermore, individuals with subclinical levels
of social anxiety and social phobia may suffer from functional impairments such as
occupational, academic, or social problems (Davidson, Hughes, George, & Blazer, 1994).
The high prevalence and comorbidity rates seen with social phobia show that it is
a serious problem and a major health concern in the U.S. (Greenberg et al., 1999).
Prevention, as well as early detection and treatment of social phobia are of great
importance, as the onset of social phobia typically precedes that of other forms of
psychopathology (Davidson et al., 1994). A prime time for social phobia to develop and
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cause difficulty in functioning is in late adolescence during the transition to college
(Moutier & Stein, 1999).
One of the main tasks in transitioning to college is the formation of new social
networks (Mounts, Valentiner, Anderson, & Boswell, 2006). Research has shown that
difficulty in creating new social relationships results in negative outcomes such as
loneliness (Asendorpf, 2000) and emotional maladjustment (Holahan, Valentiner, &
Moos, 1994). Shyness, which is often viewed on a continuum with social phobia,
contributes to failed social relationships in that shy individuals hesitate to initiate and
participate in conversations, appear nervous to others, behave in ways that discourage
interaction, and generally feel anxious in social situations (Cheek & Buss, 1981; Crozier,
2000). Moreover, Holahan et al. (1994) found that changes in sociable disposition during
the first two years of college have substantial consequences for mental health. These
findings suggest that if a shy individual enters college and has difficulty forming
friendships, he or she is at risk for development of socially avoidant behaviors,
loneliness, depression, and perhaps even social phobia. Therefore, it seems prudent to
address shyness and social phobia during the transition to college in order to prevent a
cascade of social maladjustment.
Fortunately, social phobia is an extremely treatable disorder with several different
treatment approaches validated. Considered to be the first manualized cognitivebehavioral treatment for social phobia, Cognitive Behavioral Group Therapy (CBGT)
was constructed as a traditional behavioral approach (i.e., exposure) combined with a
cognitive component based on the Beck and Emery (1985) model. In 1994, a second
manualized treatment for social phobia, Social Effectiveness Therapy (SET), was
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introduced by Turner, Beidel, Cooley, Woody, and Messer (1994). SET contained the
novel component of social skills training. This component was proposed, in part, because
the literature did not clearly indicate the extent to which social skill deficits were
experienced by individuals with social anxiety (Turner et al., 1994).
In research on these therapies and the individual components contained within each,
most outcome studies find exposure alone to be as effective as exposure plus cognitive therapy
and/or social skills training (Hofmann & Barlow, 2002). A relatively new treatment by Clark et
al. (2003), based on the Clark and Wells (1995) cognitive model of social phobia, appears to be
more effective than either of these earlier therapies and more effective than exposure alone
(Clark et al., 2006). The Clark et al. (2003) treatment will be the model for the treatment used
in the current study.
The purpose of the current study is to examine the efficacy of a brief intensive
version of the Clark et al. (2003) treatment in a sample of socially anxious college
freshmen. As it is recognized that shyness and sociability contribute to loneliness as
adolescents enter college, the development of a brief yet effective treatment for social
phobia could be beneficial. Through careful administration of the brief treatment program
and examination of possible mediators of social anxiety, it is hoped that the overall
effectiveness of the treatment, and specifically the effectiveness of the treatment with
college freshmen, may be determined.
To describe the need for the current study, research related to adolescents'
transition to college will first be reviewed. Then, a brief discussion of current treatment
efficacies will be provided. Next, the Clark & Wells (1995) cognitive model of social
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anxiety will be reviewed. Finally, the Clark et al. (2003) treatment protocol will be

described, and rationale for a brief intensive version of that protocol will be provided.

Social Anxiety and the Adjustment to College During Late Adolescence
Studies examining the relationship between social anxiety and the transition to
college are varied and mostly unrelated. Some studies do not focus specifically on social
anxiety or even directly on anxiety in general. However, when taken together, the studies
create a mosaic of work which presents relevant background information, and informs
future directions for research on this topic. Studies found to be most relevant to the
current study are presented below.
Symptoms of social anxiety are important to study during adolescence, as the
disorder commonly emerges during that period of development and can lead to further
impairment in adulthood (La Greca & Lopez, 1998; Moutier & Stein, 1999). Estimates
place the prevalence for social anxiety disorder in adolescents between 4 and 9%
(Verhulst, van der Ende, Ferdinand, & Kasius, 1997; Wittchen, Stein, & Kessler, 1999).
One study found levels of trait social anxiety to be extremely high, with 19% of the
sample meeting the criteria for a diagnosis of social phobia (Beidel, Turner, Stanley, &
Dancu, 1989). These findings translate to somewhere between 4 and 19% of the
adolescent population being afflicted with social anxiety disorder at the time of a major
life transition, such as the transition to college. Successful transition to college,
particularly during the first year, predicts academic success (Van Heyningen, 1997) and
withdrawal from college is often linked to prior difficulties in making a successful
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transition to college life (Gerdes & Mallinckrodt, 1994). Therefore, the relationship
between social anxiety disorder, social anxiety symptoms, and the transition to college is
important and worthy of research attention.
Kerr, Johnson, Gans, and Krumrine (2004) designed a study to examine
adjustment during the transition to college. Results showed that students who were
experiencing psychological distress before beginning college continued to experience
distress throughout the first year. This study also found that individuals who have an
inability to identify and discuss emotions triggered by the transition to college have
greater difficulty making the adjustment to college, particularly during the first semester
(Kerr et al., 2004).
The relationship between homesickness and social anxiety was examined in a
retrospective study conducted by Urani, Miller, Johnson, and Petzel (2003).
Homesickness was found to be significantly related to social anxiety early in the first
semester for freshmen. The authors hypothesized that change in social support network
had a great impact on these students. The study found that later in the semester, a
significant negative relationship between social anxiety and social support at school
appeared. Overall, socially anxious individuals were found to have difficulty in
establishing new support networks and individuals with prolonged homesickness were
the same individuals who experienced high levels of social anxiety (Urani et al., 2003).
Individuals who perceive their general social acceptance and romantic appeal to
be low may miss out on important socialization experiences (i.e., those experiences
related to a successful transition to college) and, over time, missing those experiences
may contribute to impairment in overall social functioning (Schneier et al., 1992). Studies
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have shown that 70% of adults with social phobia report impairments in social
relationships, and it is known that socially phobic individuals are less likely to marry than
normal controls (Schneier et al., 1992; Turner, Beidel, Dancu, & Keys, 1986).
Additionally, social anxiety has been found to be negatively related to dating competence
and social assertion, regardless of ethnic group (LeSure-Lester, 2001). In one study of
adolescents with high levels of social anxiety, these individuals reported feeling less
accepted and supported by classmates, and less romantically attractive to others (La
Greca & Lopez, 1998). To that end, peer acceptance was determined to be a significant
predictor of social anxiety.
Sociable disposition (characterized by high sociability and low shyness) was
found to be significantly related to mental health presumably due to the ability to form
new friendships during the transition to college (Holahan et al., 1994). Sociable
individuals were able to negotiate the transition from adolescence to young adulthood
more easily than shy/socially anxious individuals. In another study with a sample of 350
college freshmen (Mounts et al., 2006), shyness (being uncomfortable in social situations
with strangers or acquaintances) was found to be significantly positively correlated to
loneliness. Higher levels of loneliness, in turn, were found to be significantly related to
higher levels of general anxiety (Mounts et al., 2006).
A retrospective study conducted by Turner, Beidel, Borden, Stanley, & Jacob
(1991) found evidence for the impact of social phobia on academic performance. In a
sample of 99 students with social phobia, 91% reported their social anxiety interfered
with their academic adjustment. Among other things, these students reported receiving
poor grades due to low class participation, avoidance of classes requiring public
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speaking, deciding against attending graduate school, and transferring to other colleges in
order to avoid giving oral presentations (Turner et al., 1991).
More generally, the presence of an anxiety disorder is significantly linked to
premature withdrawal from school. Van Ameringen, Mancini, & Farvolden (2003)
examined an anxiety patient population and found that 25.9% of the participants
indicated they did not complete secondary school (i.e., up to grade 12). Twenty-five point
eight percent completed high school but did not attend college, 29.4% indicated they
completed some college or university education, and 18.9% reported completion of
college or university. In this sample of 201 individuals, 98 (48.8%) reported that they left
school in a manner they considered premature. Of those 98 participants, 61.2% had a
diagnosis of generalized social phobia. Some of the most commonly reported reasons for
leaving school were feeling too nervous in school and class (22.4%) and problems
speaking in front of the class (16.9%). Over half of the sample reported feeling
intimidated by school due to (1) problems speaking in front of a class (36.8%); (2) feeling
too nervous in class or at school (35.8%); (3) feeling intimidated by teachers and peers
(25.4%); and (4) problems making friends (18.9%). Seventy participants (34.8%)
indicated that worries and feelings of anxiety led them to stay away from school for an
extended period of time (Van Ameringen et al., 2003).
Though attempts have been made, the role of social anxiety as related to
successful transition to college is still unclear. It appears that social anxiety has a
negative impact on initial homesickness, peer relations, and general willingness to stay in
school. However, the relationship needs to be examined experimentally (by manipulating
social anxiety level) in order to determine if social anxiety has a direct impact on
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transition to college or instead has an indirect effect. The benefit of conducting an
experimental study over a longitudinal study is the ability to control for these outside
variables, and to identify whether social anxiety acts in a direct or indirect fashion. The
current study will attempt to provide a means for such experimental manipulation of
social anxiety level.

Outcome Research for Two Social Anxiety Treatments

As mentioned above, three main treatments for social anxiety have been developed,
used, and subsequently evaluated. Those three treatments are Cognitive-Behavioral Group
Therapy (CBGT; Rapee & Heimberg, 1997), Social Effectiveness Therapy (SET; Turner et al.,
1994) and Cognitive Therapy (CT; Clark et al., 2003). Treatment outcome research for CBGT
and SET is presented below with information on CT to follow later in this introduction.

CBGT Outcome Research

CBGT has been shown to be effective for treatment of social phobia (Heimberg et al.,
1998). Several studies examining treatment outcome with CBGT have shown that CBGT leads
to significant improvements in anxiety levels as compared to control subjects (Heimberg,
Becker, Goldfinger, & Vermilyea, 1985; Heimberg et al., 1990). To test effectiveness as an
individual therapy, Lucas and Telch (1993) adapted the CBGT protocol to be an individual
administration of treatment and directly compared it to group treatment. The overall results
matched the results of Heimberg et al. (1990): Subjects receiving CBGT demonstrated greater

9
reduction of anxiety symptoms than control subjects. An addedfindingwas that individually
administered CBGT procedures were as effective as group format CBGT procedures although
group CBGT was more cost-effective (Lucas & Telch, 1993). Essentially, this study found that
group treatment does not add anything above and beyond that of individual therapy, effectively
deeming one of the key components of CBGT unnecessary.
A comparison of CBGT to the drug phenelzine (a monamine oxidase inhibitor and a
commonly used drug for social phobia; Heimberg et al., 1998), found that more subjects
responded to phenelzine and CBGT than they did to a pill-placebo and educational-supportive
therapy. Despite being more effective than the placebo or treatment control, differences were
not found between the drug and CBGT and they were determined to be equally effective in the
treatment of social phobia (Heimberg et al., 1998).
Despite the evidence that CBGT is an effective treatment for most social phobia, there
is still little support for significant symptom change due to the cognitive component of
treatment (Hope, Heimberg, & Bruch, 1995). In fact, several meta-analytic studies show that
CBGT is not more effective than exposure alone and exposure does not address negative
cognitive appraisal nor involve any cognitive restructuring (Feske & Chambless, 1995; Gould,
Buckminster, Pollack, Otto, & Yap, 1997). Hope et al. (1995) found that CBGT and
exposure participants both improved more than wait list controls, but those who received
CBGT did not improve more than the participants in the exposure group. Furthermore, the
individuals in the exposure only group actually improved more than the CBGT subjects on
several of the measures in the study, including broad-based improvements on all cognitive
measures (Hope et al., 1995; Hofmann & Barlow, 2002). Therefore, while CBGT does appear
to be effective in treating social anxiety, it has not proven to be a clinically superior treatment
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than other available behavioral treatments.

SET Outcome Research

Social Effectiveness Therapy was developed to provide a more clinically effective
treatment for generalized social phobia than what was presently available. To that end, Turner
et al. (1994) found that 84% of individuals completing treatment showed moderate or high
endstate functioning at post-treatment (Turner et al., 1994). In developing SET, social skills
training (SST) was determined to be lacking in previous research and treatments, and was
expected to be an important component in reducing overall symptoms of social anxiety (Turner
et al., 1994). SST appeared to be effective at improving social skills, as evidenced by improved
scores on social effectiveness at mid-treatment (prior to the implementation of formal exposure;
Turner et al., 1994). However, SST does not appear to significantly contribute to reduction in
social anxiety above what is seen in exposure-only treatments (Turner et al., 1994).
SET was also examined in both group and individual format (Turner et al., 1994). No
significant differences between those who received individual therapy and those in group
therapy were found at post-treatment. As with CBGT, SET appeared to be equally effective
when administered in a group or individual format, although the authors of SET recommend
the group format due to the social skills component of the treatment (Turner et al., 1994).
Despite the convenience of group therapy, once again the group format was not found to be a
key factor in successful treatment. Additionally, exposure and SET maybe equally efficacious
in treatment of generalized social phobia; however, the addition of social skills training to
flooding appears to increase overall level of functioning in individuals with generalized social
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phobia, but more research is needed to determine the strength of this claim (Turner, Beidel,
Wolff, Spaulding, & Jacob, 1996).
Both CBGT and SET are effective in reducing the overall anxiety of individuals who
participate in these treatments. As mentioned, each of these treatments as shortcomings. Clark
et al. (2003) developed CT and based their therapy on the Clark and Wells (1995) model of
social anxiety. This model is presented below and is followed by a discussion of treatment
outcome research for CT.

The Clark and Wells (1995) Model of Social Anxiety

Clark & Wells (1995) assert that a strong desire to make a favorable impression and
insecurity in ability to do so is at the core of social anxiety. In addition, they emphasize that
the individual interprets social situations as dangerous or a source of fear (Clark & Wells,
1995). Specifically, the model suggests that socially anxious individuals feel in danger of
behaving in an inappropriate or unacceptable manner, and that behavior will have disastrous
consequences. Thus, the individual catastrophizes about the potential cost of not meeting
acceptable standards (Clark, 2001). The model is presented in Figure 1 and each component
is described below.
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Social Situation

Activates Assumptions

Perceived Social Danger

Behavioral
Symptoms

Somatic &
Cognitive
Symptoms

Figure 1. The Clark and Wells (1995) Model of Social Anxiety
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Processing in Social Situations

There are a number of assumptions related to how individuals with social anxiety
interpret social situations. First, it is thought that socially anxious individuals set excessively
high standards for their social performance (e.g., "I should always have something interesting
to say"). Second, conditional beliefs concerning the consequences of performing in a certain
way are formed (e.g., "If I speak up, people will think I am pushy"). Last, unconditional
beliefs about the self are created (e.g., "I am boring"). These assumptions lead individuals to
view social situations as dangerous, to predict failure, and to interpret ambiguous social cues
as negative evaluation by others (Clark, 2001). Once this appraisal of the social situation
occurs, anxiety ensues. The assumptions lead to further negative misinterpretations and serve
to maintain the individual's anxiety and distress. Clark and Wells (1995) propose four ways
in which individuals with social anxiety repeatedly confirm their negative beliefs and
maintain their own anxiety.

Processing of the Self as a Social Object

A key factor for processing the self as a social object is self-focused attention. Selffocused attention involves detailed monitoring of one's thoughts, emotions, behaviors, and
physical well-being. Self-focused attention operates to help individuals with SA infer how
they appear to other people and to anticipate the evaluative thoughts of other people (Clark,
2001). Alden and Mellings (2004) provide evidence that people with social anxiety rely on
introspective information for evaluating interaction outcomes. This internal attention
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increases awareness of anxiety responses and disrupts realistic processing of the situation and
other people's behaviors (Clark & Wells, 1995). Many individuals with social anxiety report
feeling as if they are the center of attention yet are unable to identify why they assume
everyone is watching them. Most often they report the negativity they perceive from others as
a "compelling feeling" (Clark & Wells, 1995). The cognitive model highlights the negative
effects of self-focused attention through the connection between perceived social danger and
processing of self as a social object (Clark & Wells, 1995).

Safety Behaviors

Individuals with social anxiety engage in safety behaviors (protective thoughts and
behaviors, e.g., gripping a podium tightly while speaking to prevent shaking) in an attempt to
prevent or minimize the anticipated consequence of falling short of performance standards.
Safety behaviors, however, are problematic for several reasons (Clark, 2001; Clark & Wells,
1995; Wells et al., 1995). First, safety behaviors may actually create some of the symptoms
that the socially anxious individual fears (e.g., wearing a jacket to hide underarm sweat
increases underarm sweating; Clark, 2001). Second, safety behaviors prevent disconfirmation
of negative beliefs about social situations and potential outcomes (e.g., chances for rejection;
Clark & Wells, 1995). Third, most safety behaviors increase levels of self-focused attention,
which in turn reduces both chances for disconfirmation of one's negative self-image and
attention to the actions of others (Clark, 2001). Finally, some safety behaviors draw increased
attention to the socially anxious individual (e.g., covering one's cheeks while blushing will
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probably cause more people to stare than if the blushed cheeks remained uncovered; Clark,
2001).

Somatic and Cognitive Symptoms

Social anxiety is characterized by marked arousal and socially anxious individuals
overestimate the visibility of this arousal (Clark, 2001). Because of this overestimation of
visibility, individuals tend to become hypervigilant in monitoring for arousal symptoms. The
hypervigilance for monitoring symptoms can lead to increased symptom intensity, which in
turn may draw attention to the individual and may lead to more negative feedback (Clark &
Wells, 1995; Clark, 2001).

Processing of External Social Cues

The CW model (1995) places particular attention on focus of attention and the use of
internal information to create distorted and negative self-impressions. The model also
suggests that socially anxious individuals' reduced processing of external social information
is likely to be negatively biased. One such way of interpreting external information is a
particular memory bias for negative evaluations from the audience. Socially anxious people
may be more likely to remember and notice signs from the audience that they interpret as
being negative and disapproving.

16
Processing Before and After Social Situations

In addition to processing in the social situation, the CW model (1995) also identifies
anticipatory and post-event processes that add to and increase anxiety. Prior to an event,
socially anxious people will do a detailed inventory of what they expect to have happen
during the event. As they think about the event, anxiety rises and thoughts are dominated by
past social failures and distorted self-images (Clark, 2001). By the time the person enters the
social situation, anxiety is already high and failure is expected.
Once an event is over, anxiety does not necessarily disappear. Although the
immediate social danger has passed, the socially anxious individual is likely to repeatedly
review his or her memory of the event and dissect it, looking for negative evaluations. The
review of the immediate event typically calls to mind past social failures, and the recent event
is then added to that list of failures (Clark, 2001).

Potential Mediators of Social Anxiety

Left unspecified in the treatment efficacy literature are the possible mediators of these
positive treatment effects. Essentially, the Clark and Wells model (1995) puts forth self-focus
of attention and safety behaviors as explicit mediators of the relationship between treatment
and social anxiety. The outcome research for CT supports those concepts as mediators (Clark
et al., 2003; Renner & Valentiner, 2006). However, other researchers have looked at aspects
of the Clark and Wells model differently, and they have identified two other possible
mediators. Social cost and social ineptness have been identified as possible additional
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mediators and are related to the Clark and Wells model as parts of an individual's
assumptions about social performance (Clark & Wells, 1995; Hoffman & Scepkowski,
2006; Turner, Johnson, Beidel, Heiser, & Lydiard, 2003).

Social Cost

Clark and Wells (1995) posit that individuals feel that they are in danger of
behaving ineptly and that their behavior will have major negative consequences for them
in terms of loss of status, worth, and social rejection. These negative consequences are
frequently referred to as social cost (Hoffman & Scepkowski, 2006). Estimated social
cost is related to social ineptness, and is a specific offshoot of the dysfunctional beliefs
about the potential outcome of a social interaction.
Several studies have examined social cost and have found that study participants
displayed a bias for socially relevant but negative judgments prior to receiving treatment
(Foa, Franklin, Perry, & Herbert, 1996; McManus, Clark, & Hackman, 2000). In these
studies, social cost was measured and targeted in treatment, and perceptions of social cost
decreased following treatment. Additionally, another study found that changes in
perceptions of social cost during treatment mediated the relationship between direct
cognitive intervention and increased maintenance of treatment gains (Hoffman, 2004).
Social cost fits into the Hoffman and Scepkowski (2006) treatment called SSRT.
SSRT specifically targets social cost through several channels, including therapists
challenging the patient's exaggerated cost estimation, and by conducting programmed
social mishaps (Hoffman & Scepkowski, 2006). Programmed social mishaps are a
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refraining of the bandwidth experiments described in CT, and they are designed
specifically to decrease social cost estimations. In CT, the focus of a bandwidth
experiment is on the use of externally focused attention and the dropping of safety
behaviors. In SSRT, programmed social mishaps are employed to show the patient that
social mishaps are normal, and that the consequences of social mistakes are neither
harmful nor long-lasting. The direct approach to challenging estimated social cost fits
well with the mediating role of social cost mentioned above (Hoffman, 2004).

Social Ineptness

Most cognitive conceptualizations of social anxiety state that socially anxious
individuals have negative beliefs and a maladaptive social schema (Turner et al., 2003).
As mentioned above, these individuals are hypervigilant to social threat cues, and they
appraise their skill within social situations much more negatively than non-anxious
individuals (Alden & Wallace, 1995; Rapee & Lim, 1992; Stopa & Clark, 1993).
Therefore, social ineptness refers to maladaptive beliefs that others are more socially
capable and self-perception of ineptness as related to social skills.
The concept of social ineptness fits into the Clark and Wells (1995) model as the
activation of assumptions that occurs when an individual enters a feared social situation.
The concept of social ineptness also fits into SSRT, a treatment supported by literature
which states that individuals with social anxiety experience spontaneous, recurrent,
negative images of themselves from a third-person perspective, and that this image aids
in increasing feelings of social ineptness (Hofmann & Heinrichs, 2003; Hoffman &
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Scepkowski, 2006). SSRT is also based on the literature mentioned above which states
that socially anxious individuals rate their performance more negatively than others do
(Alden & Wallace, 1995; Rapee & Lim, 1992; Stopa & Clark, 1993). Overall, this
therapy aims to target the aspects of social anxiety that maintain negative self-evaluations
and social ineptness (Hoffman & Scepkowski, 2006).
Negative social cognitions have been difficult to measure; however, Turner et al.
(2003) have developed the Social Thoughts and Beliefs Scale to assess social cognitions
in two areas: Social Comparison and Social Ineptness. The social comparison scale
measures the extent to which individuals believe that others are more socially competent
and capable. The social ineptness scale measures the extent to which individuals believe
they will act inappropriately or look nervous in social situations. This measure displays
good reliability and validity, as described below. The development and use of the Social
Thoughts and Beliefs Scale is valuable in assessing the construct of social ineptness, and
works well with the aspect of the Clark and Wells (1995) model which suggests socially
anxious individuals have doubts about their abilities to perform well in social situations.
In summary, the cognitive model proposed by Clark and Wells (1995) centers
around processing of the self in social situations which is greatly affected by self-focus of
attention, safety behaviors, and assumptions about social performance. The social anxiety
is further perpetuated by anticipatory and post-event processing of social situations. Selffocus of attention and safety behaviors appear to be explicit mediators stemming from the
Clark and Wells model. Additionally, social ineptness and social cost are concepts that fit
well with the overall Clark and Wells (1995) model of social phobia via the activation of
assumptions and perceived social danger components of the model. These are also key
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factors in the Hofrnann and Scepkowski (2006) treatment. The potential for these
concepts to serve a mediating role on the effect of treatment on social anxiety level is
well supported by the literature. Social cost and social ineptness are strong potential
mediators, and deserve to have their role examined along with the role of self-focused
attention and safety behaviors. Examining all four potential mediators may expose
redundancies in the concepts, and may show which components or conceptualizations are
more meaningful.

CT Treatment Outcome Research and a Comparison of Effect Sizes for Treatments

As mentioned above, CT is based on the Clark and Wells (1995) model and has some
similar components to both CBGT and SET. All include planned exposures to social situations
and psychoeducation about social anxiety, however, the unique components of those treatments
(social skills training in SET and cognitive restructuring in CBGT) do not significantly
contribute to reduction in social anxiety above and beyond the reductions seen with exposureonly treatments (Clark et al., 2003; Turner et al., 1994). Conversely, the components found in
CT, such as focus of attention, safety behaviors, and post-event processing, may significantly
contribute to reductions in social anxiety, above and beyond what is found with exposure-only
treatments, although more research is needed (Clark et al., 2003; Gould et al., 1997). In
addition, some patients fail to achieve optimal benefits even from well-conducted CBGT
(Heimberg et al., 1998) while the preliminary studies for the Clark and Wells treatment have
been promising.
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As CT is a relatively new therapy, there is limited but encouraging outcome research..
Renner and Valentiner (2006) found support for self-focus of attention and safety-seeking
behaviors as key components of CT. Participants in that study manipulated focus of attention
while engaging in reading trials. The results showed a significantly greater reduction in anxiety
for those manipulating their focus of attention as compared to control participants (Renner &
Valentiner, 2006).
Stangier, Heidenreich, Peitz, Lauterbach, & Clark (2003) conducted a study to compare
the efficacy of individual therapy, group therapy, and a wait-list control condition. The
individual cognitive therapy and group cognitive therapy used in this study were based on the
Clark and Wells model (1995) and were similar to CT. Individual therapy was found to be
superior to group therapy at both post-treatment and follow-up, and therapists rated 50% of
individual treatment patients as no longer meeting diagnostic criteria for social phobia as
compared to 13.6% of the group treatment patients (Strangier et al., 2003). Furthermore, the
results of this study supported treatment based on the Clark and Wells (1995) model as an
overall effective therapy.
One study examining the videotape feedback component of CT found to be it an
ineffective and unnecessary aspect of successful treatment (Smits, Powers, Buxkamper, and
Telch, 2006). Clark & Wells (1995) posit that videotape feedback will lead to a reduction in
anxiety because the individual will be able to acquire a more accurate image of self in the social
situation. Smits et al. (2006) found that videotape feedback increased self-perceptions of
performance in a social situation, however, videotape feedback was not found to facilitate
anxiety reduction. Therefore, videotape feedback may not be a necessary component of CT.
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A Comparison of Effect Sizes for Social Anxiety Treatments

A meta-analysis of treatments for social phobia (Gould et al., 1997) found early
cognitive-behavioral treatments for social phobia to have a pre-to-post effect size of .74 and
pharmacological treatments to have an effect size of .62. They found that within CBT,
exposure-only interventions garnered the largest effect size of .89. Exposure combined with
cognitive restructuring yielded an effect size of .80. In comparison, pre-to-post effect sizes for
CT ranged from 2.14 to 2.53 (Clark et al., 2003). Stangier et al. (2003) found smaller
uncontrolled effect sizes (ES: 1.77) but these are still far above the effect sizes from earlier
treatments such as CBGT and SET (Stangier et al., 2003; Gould et al., 1997).
As mentioned above in the presentation of the Clark and Wells (1995) model,
Hofmann and Scepkowski (2006) developed a treatment called Social Self-Reappraisal
Therapy (SSRT), which Hofmann describes as very similar to CT. Hofmann
acknowledges the overlap between components, including those of self-focused attention,
safety behaviors, video feedback, and bandwidth experiments (called programmed social
mishaps in SSRT). Hofmann and Scepkowski (2006) indicate that the difference in SSRT
from CT lies in the conceptualization of social anxiety in that CT focuses on changes in
self-focused attention and safety behaviors, while the focus in SSRT is on changing
perceptions of the social self. In this initial study, SSRT was shown to have an effect size
of 1.54. After removal of an extreme outlier, SSRT displayed a large effect size, similar
to that of CT (ES: 2.37) (Hofmann & Scepkowski, 2006).
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Additionally, a new study by Clark et al. (2006) compared CT to exposure and applied
relaxation (Ex + AR) and found a large effect size of 2.63 as compared to the effect of Ex + AR
(ES: 1.46). The post-treatment controlled effect size for comparison between CT and the EX +
AR was also large (ES: 1.17). The results from Clark et al. (2003) and subsequent studies seem
to indicate that their new cognitive therapy may contribute to decreases in social anxiety
symptoms above and beyond what is found in "exposure-only" therapy.

Summary and Future Directions

For many years CBGT has been regarded as the premier treatment for social anxiety.
Then SET was developed to address what the authors of SET saw as deficits in the literature.
Both treatments work well in reducing post-treatment levels of social anxiety, but they are not
more effective than exposure alone. Clark et al. (2003) developed CT, which has been found to
be more effective than both exposure-only treatments and medication (Clark et al., 2003; Clark
et al., 2006; Stangier et al., 2003).

The Clark et al. (2003) Treatment

Clark et al. (2003) developed a manualized cognitive therapy (CT) for social phobia
based primarily on the Clark and Wells (1995) cognitive model, but also on treatment
guidelines and a basic treatment plan presented in their other work (Clark, 2001; Wells, 1997).
CT was developed to specifically target the reversal of the maintaining processes of social
anxiety detailed in the Clark and Wells model (Clark et al., 2003). For the Clark et al.
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treatment, participation included attendance for 16 weekly sessions, each lasting for 75
minutes. Also included in that treatment was a 3-month booster phase in which they could
receive up to three booster sessions (Clark et al., 2003).

Treatment Components

Development of a Personal Clark & Wells (1995) Model

As the first step in treatment, therapists explain the structure and individual components
of the Clark and Wells (1995) model to the client. A personal model is then developed using
the individual's own thoughts, images, anxiety symptoms, safety behaviors, and attentional
strategies. This model is then used as a reference throughout therapy (Clark, 2001; Clark et al.,
2003).

Self-focused Attention and Safety Behaviors

For steps two and three of the treatment, the therapist helps the client identify key
safety behaviors that are used in a social situation. The adverse effects of these behaviors are
demonstrated through a role-play experiment with the therapist in which the client acts out a
challenging social situation. First, the client completes the role-play with an internal focus of
attention and using his or her safety behaviors. Then, the role-play is repeated with the client
using an external focus of attention and trying to drop the safety behaviors. Once the impact of
self-focus of attention and safety behaviors is understood, clients are encouraged to focus their
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attention externally while in social situations. The aim is to reduce problematic self-monitoring
in order to obtain more accurate information about the environment and the reactions of people
in the environment to each client's social performance (Clark, 2001; Clark et al., 2003).

Video Feedback

As individuals with social phobia often have a distorted self-image, video feedback is
used to show the clients how they actually appear to others while in a social situation. Clients
are shown a video of the safety behaviors and self-focused attention role-play, as well as tapes
of other social interactions. For the viewing, clients are asked to visualize how they think they
will appear before seeing the video, to operationalize what negative behaviors will look like,
and then to watch themselves as though they are watching a stranger. With the cognitive
preparation, the discrepancy between the clients' distorted self-images and their true,
observable self is more evident, and clients typically realize that they come across to others
better than they think (Clark, 2001; Clark et al., 2003). Additionally, through the use of video
feedback, clients are able to identify safety behaviors they are not aware they use.

Behavioral Experiments

Behavioral experiments are essentially exposure opportunities in which clients can
identify feared outcomes of specific social encounters, then test whether these outcomes occur.
Behavioral experiments are used both in-session with role plays and in vivo exposure, and as
homework assignments for in vivo exposure. Clients are encouraged to use an external focus of
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attention and to drop safety behaviors while completing the exposures, in order to get maximal
disconfirmation of their distorted thoughts. To push clients farther, "widening bandwidth"
experiments are used to challenge the clients' excessively rigid rules for social interaction. In
these "bandwidth" experiments, clients intentionally act against those rigid rules while
observing the consequences of breaking the rules (Clark, 2001; Clark et al., 2003).

Anticipatory Processing, Post-event Processing, and Dysfunctional Assumptions

Anticipatory anxiety and post-event processing are addressed by having clients identify
ways in which they think and act before entering and after leaving a feared social situation. The
goal of this technique is to show that disadvantages of anticipatory and post-event processing
far exceed the advantages. After the client comes to this realization, he or she is then challenged
to drop these negative thought processes. Additionally, in order to deal with a client's
dysfunctional assumptions about himself or herself, negative self-beliefs are operationalized,
and cognitive restmcturing techniques along with behavioral experiments are employed to
challenge and change those beliefs (Clark, 2001; Clark et al., 2003).

Statement of the Problem

The review of literature on the relationship between social anxiety and the
transition to college showed that no studies have effectively manipulated level of social
anxiety to determine the effects of social anxiety on a variety of outcomes including
academic outcomes (e.g., withdrawal from school, GPA, etc.), social outcomes (e.g.,

social withdrawal, friendship formation, peer relations, etc.), and mental health outcomes
(e.g., depression, other anxiety, etc.). To date, only correlational work has been
completed (i.e., Kerr et al., 2004; Urani et al., 2003).
The treatment used in the current study is based off of a treatment that was
previously validated with a clinical population (Clark et al., 2003). Aspects of the
treatment have been examined with a college population (i.e., self-focused attention and
safety behaviors were examined in Renner and Valentiner, 2006); however, an overall
treatment package has not been validated for a non-referred college population. Despite
using a brief form of the treatment, the current study aims to demonstrate the validity of
this treatment model for such a sample.
The brief intensive intervention proposed here serves two purposes. First, the
overall effectiveness of the treatment can be examined in the context of the target sample:
young adults who are making the transition to college with a diagnosis of social anxiety
disorder. Second, at the same time the overall treatment effectiveness is evaluated,
potentially key mediating factors can be examined. This work on the efficacy of the
treatment and factors mediating treatment success lays the groundwork to experimentally
examine the effect of social anxiety on academic and transition-to-college variables. The
current study is attempting to provide a means of manipulating social anxiety. If
successful, future work using this brief intervention as a tool for examining the transition
to college may be possible.
Because of the brief nature of the intervention in the current study, issues may be
raised about massed practice and learning. For almost 100 years, researchers have
discussed massed practice by analyzing the amount of practice per day (Baddeley, 1990).
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Studies over the years have shown that learning is better if distributed over several days
rather than increasing the amount of practice per day in a shorter time period (i.e.,
Baddeley & Longman, 1978; Perkins, 1914). Increasing the amount of practice per day
has been shown to have negative effects on both immediate performance and long-term
learning (Baddeley, 1990). There are speculative hypotheses as to why this may be true,
including that learning requires physical changes in the brain which require time
(Kopelman, 1985).
Despite evidence favoring distributed rather than massed practice, studies with
other anxiety disorders have employed massed learning trials with treatment success. Foa
et al. (2005) conducted an intensive treatment for Obsessive-Compulsive Disorder.
Massed practice occurred through 2-hour exposure sessions each day for three weeks (15
sessions) as well as 2 hours of homework assigned each night. Treatments for Panic
Disorder lasting two sessions (Deacon & Abramowitz, in press) and for Specific Phobia
lasting one session (Ost, Svensson, Hellstrom, and Lindwall, 2001) provide further
evidence for successful treatment with massed practice.
For the current study, the brief intervention for social anxiety may be considered
massed practice because the information is presented over a period of only two treatment
sessions. However, the main principle of distributed learning is employed. The period of
time to elapse between the first and second treatment session was approximately one
week. This time frame fits more with distributed practice than massed practice, although
individuals are encouraged to use skills learned in session during self-directed exposures.
Therefore, while the current study uses a brief intensive intervention, aspects of that
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intervention do follow distributed learning principles. Furthermore, although a concern,
massed practice has been shown to be successful in treatment of other anxiety disorders.

The Current Study

The current study examines a brief intensive treatment for social anxiety. The
treatment is based on the Clark et al. (2003) Cognitive Therapy for social phobia. The
aim of the current study is to examine the efficacy of the treatment, and to examine
possible mediating factors of successful reduction in social anxiety.
Participants were recruited for the current study based on levels of social anxiety.
Individuals who met initial eligibility criteria participated in a full diagnostic interview,
and those found to meet criteria for a diagnosis of Social Anxiety Disorder were asked to
participate further. Those who agreed were randomly assigned to either the brief
intensive treatment group or an applied relaxation training control group.
Applied relaxation training was used for the control condition (applied relaxation
training control; RTC) in order to provide an active treatment comparison group rather
than a no-treatment wait-list control. The use of applied relaxation training for the control
condition brings several positives to the current study, of which a few are mentioned
here. First, RTC participants are required to set and keep several appointments which
match them to the actions of the treatment participants. Second, RTC participants interact
with a research assistant during the RTC sessions and appointment-setting conversations,
which more closely match the actions of the treatment participants than would a wait-list
control condition. Third, using an active treatment provides a way to control for non-
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specific effects which in psychological treatments can be fairly significant. Wampold and
Bhati (2004) argue that participants have expectations that their treatment will reduce
their anxiety and these expectations have been shown to be associated with improvement
in functioning. Using an active treatment rather than a no-treatment control helps to
address this issue. Last, Clark et al. (2006) used applied relaxation training as a
comparison condition to CT, so using applied relaxation training in the current study
provides greater comparison opportunities to the Clark et al. (2006) results.
Individuals in each group attended two intervention sessions and one follow-up
session. For the brief social anxiety intervention (SAI) treatment condition, the first
session lasted between two and three hours and included a self-focused attention
experiment, education on the Clark and Wells (1995) model, completion of a personal
model of social phobia, examination of safety behaviors, education on cost
overestimation, and completion of in vivo exposures. The second treatment session lasted
between one and two hours and included a review of the personal Clark and Wells (1995)
model, education about the phenomena of anticipatory and post-event processing, and
further in vivo exposures.
For the RTC treatment condition, the first session lasted approximately 35 to 40
minutes. Individuals listened to a digital recording of applied relaxation training
instructions and were also instructed to engage in self-directed exposures in the week
between session one and session two. The second session lasted approximately 50
minutes to one hour. During session two, individuals in the RTC group first reviewed
their self-directed exposure homework then listened again to part one of the RTC training
recording before continuing with part two. One week after completion of the second
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session, all participants engaged in a follow-up session in which they completed penciland-paper questionnaires on their social anxiety and another short diagnostic interview.
The current study is designed to examine differences in the effects of two
treatments on levels of social anxiety and social avoidance. In addition to examining
differences in levels of anxiety and avoidance between the conditions, additional analyses
were conducted to examine the indirect relationship between condition and posttreatment social anxiety or avoidance via four different mediating variables. Four
potential mediators are examined: self-focused attention, safety behaviors, social cost,
and social ineptness.

Hypotheses

Hypothesis 1: Comparison of Social Anxiety Between Conditions

Hypothesis 1 predicted that individuals in the S AI condition would show
significantly greater reduction in social anxiety from pre- to post-treatment than
individuals in the RTC condition.

Hypothesis 2: Comparison of Social Avoidance Between Conditions

Hypothesis 2 predicted that individuals in the SAI condition would show
significantly greater reduction in social avoidance from pre- to post-treatment than
individuals in the RTC condition.

32
Mediation Hypothesis 1: Self-focused Attention and APIS Ratings

Change in self-focused attention was predicted to be a significant mediator of the
relationship between treatment condition and social anxiety as well as a mediator of the
relationship between condition and social avoidance.

Mediation Hypothesis 2: Safety Behaviors and APIS Ratings

Change in safety behaviors was predicted to be a significant mediator of the
relationship between treatment condition and social anxiety as well as a mediator of the
relationship between condition and social avoidance.

Mediation Hypothesis 3: Social Cost and APIS Ratings

Change in social cost was predicted to be a significant mediator of the
relationship between treatment condition and change in social anxiety as well as a
mediator of the relationship between condition and change in social avoidance.

Mediation Hypothesis 4: Social Ineptness and APIS Ratings

Change in social ineptness was predicted to be a significant mediator of the
relationship between treatment condition and social anxiety as well as a mediator of the
relationship between condition and social avoidance.

CHAPTER 2
METHODOLOGY

Participants

Screening Participants

Incoming freshmen (N= 1224) were assessed via an assessment conducted by
Northern Illinois University's division of Housing and Dining. Those participants who
scored 32 or greater on the Social Interaction Anxiety Scale (SIAS) were deemed eligible
for further assessment. Screening participants had a mean age of 18.6 years (SD = 0.62)
and were primarily single (n = 1064, 98.7 %), Caucasian (n = 757, 71.3%), and female (n
= 544, 50.6%). There were no significant differences in age, gender, race, and marital
status between those eligible for assessment and those who were not eligible.

Assessment and Treatment Participants

Based on SIAS scores, 127 participants were found to be eligible for assessment.
Of the 127 participants eligible, 36 were recruited to complete the diagnostic assessment.
Four of these 36 participants were deemed ineligible for further participation based on
comorbid diagnoses such as active substance dependence or active psychosis. Two of the

36 participants who completed the assessment were eligible for further participation but
were not able to be placed into a yoked pair because their severity ratings were not
comparable. The final sample (n = 30): (1) had a mean age of 18.6 years (SD = 0.35); (2)
was 50% female; (3) was 82.8% White/Caucasian, 10.3% African-American, and 6.8%
other ethnicities; and (4) was never married (100%). There were no significant
differences in age, gender, race, marital status, and SIAS scores between those eligible
and recruited for assessment (n = 36) and those eligible and not recruited (n = 91). In
addition, there were no significant differences in age, gender, race, marital status and
SIAS scores, between those contacted and recruited for assessment (n = 36) and those
contacted but not recruited (n = 23). Sixty-eight other individuals were eligible for the
current study but could not be reached by phone.

Measures

Demographic Questionnaire

A demographic questionnaire was included to assess participants' age, gender,
race, marital status, and previous psychiatric treatment history.
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Social Interaction Anxiety Scale (SIAS)

The SIAS (Mattick & Clarke, 1998) is a 20-item self-report scale which measures
interaction anxiety (i.e., speaking to a person of the opposite gender). Social anxiety is
measured on a 5-point Likert scale which ranges from 1 (not at all) to 5 (extremely).
Test-retest reliability for the SIAS was measured over a four-week period and was
reported at .92 (Mattick & Clarke, 1989). Internal consistency as measured by
Cronbach's alpha was .93 (Mattick & Clarke, 1989). The SIAS has been shown to have
significant positive correlations with other standard measures of social anxiety (e.g.,
Pearson' R with the SADS = .74; Mattick & Clarke, 1998). Individuals with social phobia
typically score higher on the SIAS than non-anxious individuals (Heimberg, Mueller,
Holt, Hope, & Liebowitz, 1992; Mattick & Clarke, 1989). The SIAS was used to
measures levels of social phobia at screening. The internal consistency of the SIAS was
.91 for the screening sample and .78 at pre-treatment for the assessment sample as
assessed via Cronbach's alpha.

Structured Clinical Interview for DSM-IV-TR, Axis-I Disorders, Non-Patient Edition
(SCID-I/NP)

A modified version of the SCID-I/NP (First, Spitzer, Gibbon, & Williams, 2002)
was administered to individuals who qualified for initial study participation based on
administration of the SIAS during screening and who were willing to participate. The
interviews were conducted by a Licensed Clinical Psychologist or advanced graduate
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students in clinical psychology under the supervision of a Licensed Clinical Psychologist.
The modified version of the SCID-I/NP has a modified mood episode module. This
version also drops out the mood and psychotic disorder diagnoses as well as the eating
disorder, somatoform and adjustment disorder modules.

Anxiety Disorders Interview Schedule (APIS)

The social anxiety section of the ADIS (Brown, Di Nardo, & Barlow, 1994) was
administered to participants who met criteria for a diagnosis of social anxiety as
determined by the SCID. The interviews were conducted by a Licensed Clinical
Psychologist or advanced graduate students in clinical psychology under the supervision
of a Licensed Clinical Psychologist. The social anxiety section of the ADIS allows for
participants to rate their social fear and social avoidance across a variety of situations on
a Likert-type scale which ranges from 0 (no fear/avoidance) to 8 (extreme
fear/avoidance). Ratings for social fear were added together to form the ADIS Fear Scale
for each participant. Ratings for social avoidance were similarly added together to form
the ADIS Avoidance Scale for each participant. The ADIS was administered during the
pre- and post-treatment assessment sessions in order to assess levels of fear and
avoidance. The internal consistencies for the ADIS Fear and ADIS Avoidance scales pretreatment were .81 and .82, respectively, as assessed via Cronbach's alpha. The internal
consistencies for the ADIS Fear and ADIS Avoidance scales post-treatment were .93 and
.92, respectively.

Bnef Fear of Negative Evaluation (BFNE)

The BFNE (Leary, 1983) is a short, 12-item version of the 30-item Fear of
Negative Evaluation (FNE) measure developed in 1969 by Watson and Friend. The
original FNE was constructed in a true-false format, but the BFNE was developed with a
5-point Likert-type scale ranging from 1 (not at all characteristic of me) to 5 (extremely
characteristic of me). A sample item from the BFNE is "I am afraid others will not
approve of me." The BFNE has been shown to have convergent validity with social
anxiety constructs, and a high correlation with the FNE (Pearson's R = .96; Leary, 1983).
Weeks et al. (2005) examined the psychometric properties of the BFNE and found
support for convergent and discriminant validity of the straightforwardly worded items
but not for the reverse-scored items. They determined that only scoring the eight straightforwardly worded items of the BFNE had high reliability in that it had good internal
consistency (Cronbach's alpha = .89; Weeks et al., 2005) and test-retest reliability, both
in social phobic and college groups. Therefore, the 12-item BFNE was administered at
pre- and post-treatment to evaluate change in fear of negative evaluation and is the
measure of social cost, but only the eight straightforwardly worded items were scored.
The internal consistency for the BFNE in this sample was .92 at pre-treatment and .95 at
post-treatment, as assessed via Cronbach's alpha.
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Social Thoughts and Beliefs Scale (STABS)

The STABS (Turner, Johnson, Beidel, Heiser, & Lydiard, 2003) is a 21-item selfreport questionnaire that assesses the presence of a variety of pathological cognitions in
social anxiety. Items are rated on a 5-point Likert-type scale ranging from 1 (never
characteristic) to 5 (always characteristic). Exploratory factor analysis showed the
STABS to have a two-factor solution. The first factor was labeled "Social Comparison"
and consisted of beliefs that others are more socially competent and capable (e.g., "I feel
that other people sound more intelligent than I do"). The second factor was labeled
"Social Ineptness" and consisted of beliefs that one will act awkwardly in social
situations or appear anxious in front of others (e.g., "When other people laugh it feels as
if they are laughing at me"; Turner et al., 2003). The two factors were highly correlated
with each other (r = .85; Turner et al., 2003). The STABS was found to discriminate well
between individuals with social phobia, individuals with other anxiety disorders, and
those with no psychiatric disorder. Furthermore, internal consistencies for the STABS
scales were high (Social Comparison = .95 and Social Ineptness = .93) as measured by
Cronbach's alpha (Turner et al., 2003). The STABS was administered twice, at pre- and
post-treatment, with the Social Ineptness scale serving as the measure of social ineptness.
The internal consistency for the Social Ineptness scale of the STABS in this sample was
.91 at pre-treatment and .95 at post-treatment, as assessed via Cronbach's alpha.

The Self-Focused Attention Scale (the SFA)

The Self-Focused Attention scale (the SFA; Bogels, Alberts, & de Jong, 1996) is
a measure of self-focused attention which was developed to assess the direction and
content areas of self-focused attention. The SFA consists of 11 items, five items for selfattention focused on one's arousal (e.g., "In the presence of other people I am constantly
focusing on whether my heart is beating") and six items for self-attention focused on
one's interpersonal social behaviors (e.g., "In the presence of other people I am
constantly focusing on whether I speak fluently"). Bogels et al. (1996) found that selffocused attention on both personal arousal and social performance are significantly
correlated with social anxiety, blushing propensity, and fear of blushing. These findings
suggest that arousal and social performance are important content areas for socially
anxious individuals' self-focus. In the original study, internal consistency (Cronbach's
alpha) for the SFA subscales was adequate (Arousal = .86 and Behavior = .78), as was
the alpha for the total scale score (.88). In the current study the SFA was administered
twice, at pre- and post-treatment, as the measure of focus of attention. Only the total scale
score was of interest in the current study and the internal consistency for the total scale
score in this sample was .93 at pre-treatment and .94 at post-treatment, as assessed via
Cronbach's alpha.
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Social Phobia Safety Behaviours Scale fSPSBS)

The SPSBS (Pinto-Gouveia, Cunha, & do Ceu Salvador, 2003) is the only
published scale (to date) intended to assess the use of safety behaviors. The SPSBS is a
15-item self-report questionnaire designed to evaluate safety behaviors used by socially
phobic individuals in feared social situations (e.g., "getting a seat as hidden as you can").
Items on the SPSBS are measured on a 4-point Likert-type scale ranging from 1 (Never)
to 4 (Usually). The SPSBS was found to have acceptable test-retest reliability, to reliably
discriminate generalized social phobics from non-generalized social phobics, as well as
from patients with other anxiety disorders and from normal individuals, and to be
positively correlated with the social anxiety and avoidance constructs (Pearson's i?'s =
.61 for each) measured by the Social Interaction and Performance Anxiety and
Avoidance Scale (SIPAAS; Pinto-Gouveia et al., 2003). In the original study, the SPSBS
had an internal consistency (Cronbach's alpha) of .82. In the current study the SPSBS
was administered twice, at pre- and post-treatment, as the measure of safety behaviors.
The internal consistency of the SPSBS in the current sample was .89 at pre-treatment and
.93 at post-treatment, as assessed via Cronbach's alpha.
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Procedure

Screening

Screening for this study was conducted as part of an assessment by NIU Housing
and Dining. Select incoming freshmen residing in a NIU Housing and Dining facility
completed an assessment packet administered by Housing and Dining staff. The SIAS
was included in this packet and students scoring at 32 or above on the SIAS were deemed
eligible to be contacted and asked to further participate in the study. A total of 1,224
participants completed screening, with 127 participants scoring 32 or above on the SIAS.

Pre-treatment Assessment

Thirty-six individuals who participated in pre-treatment assessment agreed to
participate in the treatment phase of the study. Participants in the assessment phase of the
study were assessed by a researcher with the Structured Clinical Interview for DSM-IV,
Axis-I disorders (SCID-I). Researchers were either a Licensed Clinical Psychologist or
doctoral students in clinical psychology that had been trained on proper administration of
the SCID-I and ADIS. All assessments were reviewed and diagnoses were confirmed by
a Licensed Clinical Psychologist. Additionally, all participants who completed the
assessment interviews also completed a pre-treatment self-report questionnaire packet
consisting of the BFNE, STABS, the SFA, and SPSBS. Assessments took one hour to
complete on average.
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Thirty-two participants were deemed eligible for treatment participation.
Participants were yoked by gender and, as much as possible, by social anxiety and
avoidance severity (using ADIS Fear and Avoidance ratings). Two of the 32 individuals
who were eligible for treatment participation did not actually participate because they
remained unyoked. One member of each yoked pair was randomly assigned to the SAI
treatment condition while the other was assigned to the RTC control condition.

SAI Treatment Condition

Individuals in the SAI treatment condition were contacted and two treatment
sessions were scheduled. The SAI treatment consisted of two intervention sessions, of
which the first session lasted between 2-3 hours and the second session lasted between 12 hours. The structure of the treatment sessions will be described in brief format here. For
a more detailed description of the treatment, refer to the treatment protocol in Appendix
B.
Session one (structured for 2-3 hours) opened with introductions between the
participant and researcher, and a general orientation to the intervention was conducted for
10-15 minutes. After the conclusion of the orientation phase, the participant then worked
through the Self-focused Attention (SFA) experiment outlined in Renner & Valentiner
(2006). In front of a small audience of two to three confederates, the participant read
from a series of children's stories. Between each reading trial (a total of four trials) the
participant completed ratings of anxiety, focus of attention, and performance. Before
beginning each reading trial, the participant was given a card instructing him/her on what
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to focus on (either internal or external stimuli). This SFA experiment lasted for
approximately 30-40 minutes. At the conclusion of the SFA experiment, the audience
members were dismissed. The researcher and the participant then processed the results of
the SFA experiment and the participant's ratings from each trial were discussed.
Once complete, the researcher introduced the Clark & Wells (1995) model of
social phobia. Each component of the model was detailed and an example model was
presented. The participant was then given a blank form to use to create a personal Clark
& Wells model with the assistance of the therapist. The model was tailored to a specific
situation that caused the participant anxiety, and examples of each component were
discussed.
Once tailoring was complete, the researcher discussed physiological responses to
anxiety and explained how anxiety disorders include inappropriate or excessive
physiological fear responses. The researcher also introduced the concept of cost
overestimation and led the participant through an exercise in which he/she estimated the
severity of engaging in each act. Situations that were presented included losing one's
wallet, having a friend think you are stupid, and asking someone on a date and being
rejected. For a complete list of the situations presented, refer to Appendix B. The model
education, tailoring, and cost overestimation training phase of treatment lasted
approximately 45 minutes.
After the completion of the cost overestimation exercise, the researcher led the
participant through a series of in vivo exposures. Exposures were chosen to specifically
target the individual participant's fears and to address situations identified as overvalued
during the cost overestimation exercise. During the exposures the participant was
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encouraged to use an external focus of attention and to identify and drop safety
behaviors. This exposure portion concluded session one and lasted for approximately 1
hour. At the conclusion of the session each participant was given a handout reminding
him/her to use an external focus of attention and to drop safety behaviors. Participants
were also encouraged to engage in self-directed exposures over the week leading up to
session 2.
To help illustrate what the in vivo exposures were like, a real-life example is
provided. One SAI participant identified a fear of having strangers believe him to be silly
or foolish. He estimated the cost of a stranger thinking he was foolish at a 70 on a scale of
0-100, which was approximately equal to having his car stolen. To challenge his cost
overestimation, the participant agreed to walk up to a stranger and ask that person to help
him tie his shoe. The participant approached a female student, stuck out his foot and
asked her if she would please tie his shoe. The female student gave him a disgruntled
look and asked him why he couldn't tie it. The participant replied that he did not know
why. She asked him who had tied his other shoe and the participant replied "my
mommy." The female student then sighed and bent down to tie his shoe. The participant
then thanked the student and walked out of the lobby. This interaction was observed by
the researcher from a concealed vantage point. After this exposure the participant rated
the severity of having that female student think he was foolish as a 20 out of 100. He
reported that he was not as anxious as he had expected and that having her judge him
negatively was not as horrible as he had assumed it would be.
Session two started with 10-15 minutes of "check-in" time in which the researcher
and participant reviewed what had happened in the participant's life since the previous
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session. The researcher and participant then spent approximately 15 minutes reviewing
the participant's personalized model of social phobia and changes and clarifications were
made. Once the model was reviewed, the researcher and participant left the research
space and conducted more in vivo exposures. These experiments challenged the limits of
the participant's social phobia and were selected based on individual fears. Participants
were asked to rate the severity of participating in the experiment prior to and at the
completion of each exercise. Participants were encouraged to use an external focus of
attention, to drop the use of safety behaviors, and to place less value on the opinions of
others (i.e., reduce cost overestimation). The in vivo exposures continued for
approximately 1 hour. At the conclusion of the exposures, the researcher led the
participant back to the research space.
For the last 30 minutes of the session, the concepts of anticipatory and post-event
processing were introduced and discussed. The participant was asked to identify times
when these types of processing had been used in the past and was instructed to try to
avoid these types of processing in the future. To conclude the session, the researcher and
participant reviewed what was learned in treatment and the participant was encouraged to
seek out social interaction opportunities and continue with self-directed exposures. The
participant was reminded to use an external focus of attention in social situations and to
drop the use of safety behaviors. The participant was then reminded that he/she would
have a post-treatment assessment approximately one week after the completion of
treatment.
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RTC Control Condition

Individuals in the RTC control condition were contacted and two treatment
sessions were scheduled. The RTC control condition consisted of two relaxation training
sessions, of which the first session lasted between 35-40 minutes and the second session
lasted approximately 50 minutes to 1 hour. The structure of the RTC sessions will be
described in brief format here. For a more detailed description of the treatment, refer to
the treatment protocol in Appendix C.
Session one (structured for approximately 35 minutes) began with introductions
between the participant and researcher, and a general orientation to the intervention lasted
approximately 10 minutes. After the conclusion of the orientation phase, the participant
was directed toward a comfortable chair and encouraged to listen to and comply with the
instructions he/she heard from the digital recording. The participant was informed that
the researcher would sit across the room working on paperwork and that the researcher
would not be directly or intentionally monitoring the participant's activities during the
relaxation training.
At this point in the session the lights were dimmed and the researcher began to
play the digital recording. The first half of the Applied Relaxation Training recording
(McKay, Fanning, & Sonenberg, 1991) was played and the participant heard information
about progressive muscle relaxation and other relaxation techniques. The recording
played for 22 minutes. At the conclusion of the recording, the researcher and the
participant briefly reviewed what was learned from the recording. The participant was
encouraged to practice the relaxation skills learned during the session over the week
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leading to the next session. Participants were also encouraged to engage in self-directed
exposures over the week leading up to session 2 and to try to use the relaxation skills
during those exposures.
Session two started with 5-10 minutes of "check-in" time in which the researcher
and participant reviewed what had happened in the participant's life since the previous
session. After the check-in, the participant was instructed to sit in the comfortable chair
and to participate again in learning applied relaxation techniques. The lights were
dimmed and the 22-minute recording heard during session one was played. At the
conclusion of the session one recording, the researcher advanced the recording to session
two, which lasted approximately 24 additional minutes. During this portion of the applied
relaxation training, participants learned to forgo active tensing then relaxing of their
muscles and instead were educated on how to relax their muscles directly. Participants
also learned how to use the relaxation techniques in day-to-day situations such as while at
work, while engaging in a conversation, etc. At the conclusion of the recording, the
researcher and the participant briefly reviewed what was learned from the training. The
participant was encouraged to continue practicing the relaxation skills and was also
instructed to continue engaging in self-directed exposures while using the relaxation
skills. The participant was then reminded that he/she would have a post-treatment
assessment approximately one week after the completion of treatment.
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Post-treatment Assessment

Participants in both the SAI treatment condition and those in the RTC control
condition were scheduled for a post-treatment assessment session approximately one
week after each concluded treatment. The participant was administered the Social Phobia
section of the ADIS to assess for change in social anxiety and avoidance. Additionally,
all participants completed a self-report questionnaire packet containing the SIAS, BFNE,
STABS, the SFA, and SPSBS. The post-treatment assessment sessions lasted
approximately 20-30 minutes on average.

CHAPTER 3
RESULTS

Randomization Check

Participants had been yoked on gender and ADIS severity ratings. To confirm that
the random assignment of participants to conditions resulted in equivalent groups with
regard to the other variables, ?-tests and Chi-square analyses were conducted. There were
no significant differences between those assigned to the SAI treatment condition and the
RTC control condition in terms of their age, income, ethnicity, or marital status. There
were no significant differences between conditions on the basis of SIAS scores.

Primary Analyses

Hypothesis 1: Comparison of Social Anxiety Between Conditions

Hypothesis 1 predicted that individuals in the SAI condition would show
significantly greater reduction in social anxiety from pre- to post-treatment than
individuals in the RTC condition. Hypothesis 1 was tested using a one-tailed contrast in
the context of a repeated-measures ANOVA with condition as the between-subjects
variable and time (pre vs. post) as the within-subjects variable (see the first line of Table

50
1). Following the hypothesis, a planned contrast was calculated as [(SAI pre-treatment
mean minus SAI post-treatment mean) minus (RTC pre-treatment mean minus RTC posttreatment mean)]. The planned contrast (which is a one-tailed version of the interaction
effect listed in the far right column of the first line of Table 1) was significant [t(27) =
2.24, p < .05 one-tailed] (see Figure 2).

Hypothesis 2: Comparison of Social Avoidance Between Conditions

Hypothesis 2 predicted that individuals in the SAI condition would show
significantly greater reduction in social avoidance from pre- to post-treatment than
individuals in the RTC condition. Hypothesis 2 was tested using a one-tailed contrast in
the context of a repeated-measures ANOVA with condition as the between-subjects
variable and time (pre vs. post) as the within-subjects variable (see the second line of
Table 1). Following the hypothesis, a planned contrast was calculated as [(SAI pretreatment mean minus SAI post-treatment mean) minus (RTC pre-treatment mean minus
RTC post-treatment mean)]. The planned contrast (which is a one-tailed version of the
interaction effect listed in the far right column of the second line of Table 1) was
significant [t{21) = 3.35,p < .01 one-tailed] (see Figure 3).
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Table 1
Means, Standard Deviations, and ANOVA Results for APIS Fear and APIS Avoidance

Ratines
RTC Condition
(« = 14)
Pre
Post

SAI Condition
{n = 14)
Pre
Post

Fear

3.39(1.34) 3.20(1.43)

3.40(1.44) 2.10(1.48)

1.28

9.21**

5.03*

Avoidance

3.14(1.58) 3.15(1.6(5)

3.41 (1.(50) 1.79(1.40)

1.02

10.78**

11.22**

Condition
Time
(df= 1,26) <&=L26)

Interaction

id£=l,26)

AD IS Ratings

Note: ADIS = Anxiety Disorders Interview Schedule
* £ < .05, **p < .01

Figure 2. Pre and post fear ratings by condition
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Figure 3. Pre and post avoidance ratings by condition

Secondary Mediation Analyses

Due to the favorable results from the analysis of Hypothesis 1 and 2, additional
analyses were conducted to examine potential mediators of the relationship between
condition and social anxiety as well as the relationship between condition and social
avoidance. These potential mediators were identified prior to the start of data collection
based on a review of the literature and the design of the intervention.
Although the Baron and Kenny (1986) method for analyzing mediation remains
popular, more recent studies have suggested this approach has low power due to the
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requirement of a direct path between treatment and the outcome (MacKinnon, Lockwood,
Hoffman, West, and Sheets, 2002). As a result it has been recommended that mediation
effects examined using the Baron and Kenny (1986) approach be followed with Sobel
tests and appropriate bootstrap confidence limits (Doss & Atkins, 2006; Preacher &
Hayes, 2004). Preacher and Hayes (2001) suggest that Sobel testing should be used only
with large samples, and the current study fails to meet that criterion. Kraemer, Wilson,
Fairburn, and Agras (2002) developed mediation guidelines specific to randomized
clinical trials and these guidelines are currently supported by the National Institute of
Mental Health based on several recent studies (see Doss & Atkins, 2006 for a more
thorough discussion). Therefore, those guidelines were chosen for the current study.
Following the suggestion of Kraemer et al. (2002), mediation analyses were
conducted through a linear model which compared treatment group with a control group.
The independent variables in this model are T (treatment), M (the possible mediator), and
the T x M interaction. For M to be a mediator of treatment it would have to measure
change that occurred during treatment. M would also have to correlate with treatment
group membership and have either a main effect or interactive effect on the outcome.
Following these recommendations, we examined linear models comparing the SAI
condition (coded +1/2) with the RTC condition (coded -1/2) using group membership, the
centered pre-post changes in the hypothesized mediator, and the interaction between the
changes in the proposed mediator and group membership as the independent variables
(Hoffman, 2004).

Mediation Hypothesis 1: Self-focused Attention and APIS Ratings

Change in self-focused attention was predicted to be a significant mediator of the
relationship between treatment condition and social anxiety as well as a mediator of the
relationship between condition and social avoidance. The correlation between treatment
condition (SAI vs. RTC) and change in self-focused attention was calculated and found
not significant (R = -0.23, ns). Therefore it was determined that change in self-focused
attention was not a significant mediator of the relationship between condition and social
anxiety or social avoidance.

Mediation Hypothesis 2: Safety Behaviors and APIS Ratings

Change in safety behaviors was predicted to be a significant mediator of the
relationship between treatment condition and social anxiety as well as a mediator of the
relationship between condition and social avoidance. The correlation between treatment
condition (SAI vs. RTC) and change in safety behaviors was calculated and found not
significant (R = -0.10, ns). Therefore it was determined that change in safety behaviors
was not a significant mediator of the relationship between condition and social anxiety or
social avoidance.
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Mediation Hypothesis 3: Social Cost and APIS Ratings

Change in social cost was predicted to be a significant mediator of the
relationship between treatment condition and change in social anxiety as well as a
mediator of the relationship between condition and change in social avoidance. The
change in social cost from pre-treatment was calculated and a centered change score was
constructed. The correlation between treatment condition (S AI vs. RTC) and change in
social cost was then calculated and found to be significant (R - 0.33,/? < .05). A linear
regression analysis was run with change in social anxiety as the dependent variable. The
findings revealed a significant effect of change in social cost on change in social anxiety
[7(27) = 3.73,p < .01] (see Table 2), which is consistent with the conjectured mediation
model. This is illustrated as a path model in Figure 4.
To examine the potential mediating influence of social cost on change in social
avoidance, the process was repeated with ADIS avoidance as the dependent variable. The
findings revealed a significant effect of change in social cost on change in social
avoidance [7(27) = 3.21,/? < .05] (see Table 3), which is consistent with the conjectured
mediation model. This is illustrated as a path model in Figure 5.
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Table 2
Linear Regression Analyses for Testing CHSC as a Mediator of Change in Social
Anxiety
Comparison and
Predictor
SAI vs. RTC

B

SEB

P

Condition

0.58

0.43

0.21

CHSCCTR

0.12

0.03

0.59**

-0.08

0.06

0.16

0.27

CHSC™ x Condition
Intercept

-0.19

Note: *p < .05, ** p < .01

0.33*

Change in
Social Cost

Condition
0.27™ (0.4O+)

-0.58** (-0.63**)

Change in
A D I S Fear

Figure 4. Mediation analysis of change in social cost and change in social anxiety.
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Table 3.
Linear Regression Analyses for Testing CHSC as a Mediator of Change in Social
Avoidance
Comparison and
Predictor
SAI vs. RTC

B

SBB

fi

Condition

1.16

0.45

0.39*

CHSCCTR

0.11

0.03

0.49**

-0.02

0.07

0.21

0.29

CHSCCTH

x Condition

Intercept

-0.04

Note: *p < .05, ** p < .01

-0.33*

Change in
Social Cost

Condition
0.47** (0.55**)

-0.55** (-0.61**)

Change in
ADIS
Avoidance

Figure 5. Mediation analysis of change in social cost and change in social avoidance.
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Mediation Hypothesis 4: Social Ineptness and APIS Ratings

Change in social ineptness was predicted to be a significant mediator of the
relationship between treatment condition and social anxiety as well as a mediator of the
relationship between condition and social avoidance. The correlation between treatment
condition (SAI vs. RTC) and change in social ineptness was calculated and found to be
significant (R = 0.46, p < .01). A linear regression analysis was run with change in social
anxiety as the dependent variable. The findings revealed a significant effect of change in
social ineptness on change in social anxiety [t(27) = 2.81,/? < .01] (see Table 4), which is
consistent with the conjectured mediation model. This is illustrated as a path model in
Figure 6.
To examine the potential mediating influence of social ineptness on change in
social avoidance, the process was repeated with ADIS avoidance as the dependent
variable. The findings revealed a significant effect of change in social ineptness on
change in social avoidance [t(27) = 2.09, p < .05] (see Table 5), which is consistent with
the conjectured mediation model. This is illustrated as a path model in Figure 7.
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Table 4
Linear Regression Analyses for Testing CHSI as a Mediator of Change in Social Anxiety
Comparison and
Predictor
SAI vs. RTC

B

SBB

fi

Condition

0.39

0.51

0.14

CHSICTR

1.20

0.43

0.57**

-0.96

0.35

0.49

0.27

CHSICTRX

Condition

Intercept
Note:

-0.20

*p<.05,**p<M

0.46**

Change in
Social
Ineptness

-0.46** (-0.56**)

Change in
A D I S Fear

Condition
0.20™ (0.40+)

Figure 6. Mediation analysis of change in social ineptness and change in social anxiety.
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Table 5
Linear Regression Analyses for Testing CHSI as a Mediator of Change in Social
Avoidance
Comparison and
Predictor
SAI vs. RTC

B

SSB

0

Condition

1.08

0.54

0.36

CHSICTR

0.93

0.45

0.40*

-0.3S

0.89

0.54

0.28

CHSICTR

x Condition

Intercept

-0.07

Note: *p < .05, **p < .01

0.46**

Change in
Social

-0.39* (-0.54**)

Ineptness
Condition
0.40* (0.55**)

Change in
ADIS
Avoidance

Figure 7. Mediation analysis of change in social ineptness and change in social
avoidance.

61
Mechanisms Common Between Treatments

The previous mediation analyses indicated that social cost and social ineptness
may be mechanisms that mediate the differences in the effectiveness between treatments.
To examine mechanisms that may be common to both treatments, correlations between
all four potential mediators (change in self-focused attention, change in safety behaviors,
change in social cost, and change in social ineptness) and the outcomes (change in social
anxiety and change in social avoidance) were calculated. Change in self-focused attention
was significantly correlated to change in social anxiety (R = 0.41, p < .05) and change in
social avoidance (R - 0.50,/? < .05), indicating that change self-focused attention may be
a common mediating mechanism for both treatment conditions (see Table 6).

Table 6
Correlations Between Potential Mediators. Social Anxiety, and Social Avoidance
Potential
Mediator

CHANX

CHAVD

CHSFA

0.41*

0.50**

CHSB

0.17

0.12

CHSC

0.63**

0.61**

CHSI

0.56**

0.54**

Note: CHSFA = change in self-focused attention, CHSB = change in safety behaviors, CHSC = change in
social cost, CHSI = change in social ineptness, CHANX = change in social anxiety, CHAVD = change in
social avoidance.
* £ < . 0 5 , **p< .01

CHAPTER 4
DISCUSSION

As expected, the brief intensive treatment for social anxiety resulted in a
significant decrease in social fear and avoidance. Individuals in the S AI treatment
condition reported significantly decreased fear for a variety of social situations as
compared to participants who engaged in the relaxation training sessions. The SAI
participants also reported a significant decrease in the avoidance of those same social
situations. Essentially, those participants who received the SAI treatment reported more
positive outcomes to treatment than the RTC participants.
Coinciding with the significant overall findings, two of the four constructs posited
as potential mediators of the relationship between treatment condition and social anxiety
(and social avoidance) demonstrated significant mediation. Social Cost and Social
Ineptness both appeared as significant mediators of the differences between the treatment
effects of the SAI group versus the RTC group. Self-focused attention appeared as a
potential mediator of the effects on social fear and social anxiety common to both
treatments (i.e., SAI and RTC). Overall, the brief intensive treatment appears to be
effective in reducing anxiety and social avoidance and may do so through the influence of
a reduction in social cost and feelings of social ineptness, and perhaps self-focused
attention.
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Specific Findings

Fear and Avoidance

The brief intensive treatment in this study was shown to be effective in producing
a greater reduction in social anxiety and social avoidance than applied relaxation training.
Based on other effective but longer treatments for social anxiety disorder (i.e., the Clark
et al., 2003 treatment which lasts 16 sessions), the SAI treatment was able to significantly
and dramatically reduce feelings of anxiety and avoidance in a relatively short time span
(i.e., 2 sessions over a two-week period). Anxiety and avoidance were reduced at one
week post-treatment, but the durability of these treatment effects remains unknown.
As previously noted, a meta-analysis of treatments for social phobia (Gould et al.,
1997) found early cognitive-behavioral treatments for social phobia to have a pre-to-post effect
size of 0.74 and pharmacological treatments to have an effect size of 0.62. They found that
within CBT, exposure-only interventions garnered the largest effect size of 0.89. Exposure
combined with cognitive restructuring yielded an effect size of 0.80. In comparison, pre-to-post
effect size for the Clark et al. (2003) treatment was calculated at 2.14. The Clark et al. (2003)
treatment produced double the effect size of any previous treatments and these effect sizes
remained even in direct comparison to exposure-only treatment (Clark et al., 2006). All of these
treatments require individuals to participate in 8-16 sessions. Pharmacological treatments
require several weeks to months of usage before substantial reductions in anxiety begin to
occur.
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As a comparison to these previous treatment methods, pre-post effect size of the SAI
treatment was calculated as 0.89 for reduction in anxiety [Cohen's d = (pre-treatment anxiety
mean - post-treatment anxiety mean) / pooled standard deviation]. An effect size of 0.89
suggests the SAI treatment is more effective than other cognitive-behavioral treatments and
pharmacology and at least as effective as exposure alone, although direct comparisons were not
conducted. The remarkable finding is that the SAI treatment is able to produce such a large
effect size with only two intensive treatment sessions (as opposed to 12-16 sessions of exposure
treatment). Moreover, the SAI treatment has the addition of education on the Clark and Wells
(1995) model of social anxiety, and, due to the brief nature of the treatment, may result in lower
treatment dropout rates. Additionally, the large effect size seen with SAI is better than the effect
of pharmacological treatments that are conducted over the course of a year (as opposed to two
SAI sessions). Although no effect sizes for reductions in avoidance are available from previous
treatments, the SAI effect size for avoidance was calculated and was also found to be large
(Cohen's d =1.08).

Self-focused Attention

Despite being a targeted component to the SAI treatment, self-focused attention
did not establish itself as a significant mediator of the differences between the SAI and
RTC conditions. SFA might mediate common treatment effects but it is unclear why or
how self-focused attention would change for the RTC control condition. The participants
in the SAI treatment condition received specific education about SFA, and are
encouraged to stop using self-focused attention and instead shift to other-focused
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attention. SAI participants were encouraged to continue using other-focused attention
while engaging in their self-directed exposure exercises. Therefore, it is not surprising
that a reduction in SFA is seen for the SAI condition; however, a reduction in SFA was
also seen in the RTC condition when those participants receive no education about SFA
and are not instructed to shift their focus of attention. The RTC participants were
encouraged to engage in self-directed exposure exercises, but they were not given any
instructions on focus of attention.
SFA may still have a significant impact on reductions in anxiety and avoidance.
While efforts were made to have the potential mediators be significant components of the
SAI treatments, it remains unclear as to how well the treatment really targeted reductions
in the mediator variables. Reducing the use of self-focused attention was an initial goal of
treatment; however, once reducing social cost overestimations and dropping safety
behaviors became explicit targets in treatment, enough emphasis may not have been
placed on reductions in SFA. SFA may not have been adequately targeted during the SAI
participants' in vivo exposures and self-directed exposures. Further research should be
conducted to more fully examine the role of SFA in this brief intensive treatment and to
determine SFA's overall potential as a mediator of different versus common treatment
effects.
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Safety Behaviors

Safety behaviors were hypothesized to work with change in SFA to reduce overall
anxiety and avoidance and were anticipated to be significant mediators of treatment
effects. Safety behaviors, however, were not found to significantly mediate the
relationship between treatment condition and social anxiety (or social avoidance). A
reduction in the use of safety behaviors was a target of the SAI treatment, but reported
use of safety behaviors actually increased for both the SAI and RTC conditions. The
increase for the SAI condition may be due to increased awareness of the concept of safety
behaviors and targeted identification of these behaviors. After the use of safety behaviors
was brought to the attention of the participants, it is possible that each participant was
more aware of his/her safety behavior usage, thus resulting in increased reporting at posttreatment. This possibility is supported by the correlation between safety behaviors,
anxiety, and avoidance. Safety behaviors had a larger correlation with post-treatment
ADIS fear scores (r = 0.71) than pre-treatment scores (r = 0.53) and also had a larger
correlation with post-treatment ADIS avoidance scores (r = 0.73) than pre-treatment
scores (r = 0.56). The RTC participants did not receive education about safety behaviors
and specific behaviors were not identified in the RTC session. There is no clear
explanation for the increase in reporting of safety behaviors by the RTC participants.
Although safety behaviors were not found to significantly characterize the
differences between the two conditions, reductions in safety behaviors may lead to
treatment gains. The SPSBS was used to assess safety behaviors in the current study, but
it is suspected to lack construct validity because participants were not familiar with the

concept of safety behaviors when completing the pre-treatment assessment. For future
research, the SPSBS should be revised or another method of assessing safety behaviors
(such as having observers rate frequency of safety behaviors) should be used. As
discussed with self-focused attention, further research should be conducted to examine
the impact of reduction in the use of safety behaviors in conjunction with a shift in focus
of attention. Future studies on the SAI treatment might want to include a greater
emphasis on the importance of reducing the use of safety behaviors and shifting to an
external focus of attention.

Social Cost

Social cost was found to be a significant mediator of the relationship between
treatment condition and social anxiety, as well as a mediator of the relationship between
condition and social avoidance. Social cost was an important target of the brief intensive
treatment and participants used in vivo exposures to reduce cost overestimations.
Participants in the RTC condition did not receive education about social cost
overestimations and did not learn to reduce social cost estimates. Therefore, reductions in
social cost estimates appear to have led to significant differences between the treatment
conditions, which in turn led to significant decreases in social anxiety and social
avoidance for the SAI treatment group.
The current findings of social cost as a mediator fit well with a study by Hofmann
(2004), which found that reduction in social cost overestimation accounted for the
observed decrease in social anxiety. In that study, change in social cost mediated the
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relationship between the cognitive intervention and reduction in anxiety levels (Hoffman,
2004); however, social cost estimates were made by the participants reviewing videotapes
of particular social interactions and reevaluating the social cost. As mentioned earlier in
this paper, Smits et al. (2006) found the video feedback method of social cost reduction
to have potential confounds and determined that, overall, video feedback was not a
necessary component of CBT treatments for social anxiety. The video feedback approach
is different from that taken in the current study which used the eight-item form of the
BFNE as the measure of social cost. The BFNE appears to measure both the likelihood
and severity of negative social evaluations and, therefore, may not be the best measure to
use when assessing social cost. A better measure of social cost would assess the severity
of negative evaluation alone. Despite any issues with the BFNE, the current results
indicate that reducing social cost estimates does seem to have an impact on reducing
anxiety and avoidance.
The value of education about and manipulation of social cost overestimates is
supported by the current study. Since social cost education led to significant decreases in
anxiety and avoidance within the framework of a brief treatment (two sessions), there is
potential for social cost to carry even greater importance within the framework of more
complex treatments. Within the confines of a brief treatment, specific facets of cost
overestimation education and cost estimation reduction practice (via in vivo exposures)
should be more thoroughly explored. The durability of social cost as a mediator of
anxiety and avoidance should be examined with clinical studies that examine the longterm effects of the SAI treatment.
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Social Ineptness

Social ineptness was also found to be a significant mediator of the relationship
between treatment condition and social anxiety, as well as a mediator of the relationship
between condition and social avoidance. Although social ineptness was not an explicit
target of the SAI treatment, the treatment as a whole (i.e., changes in self-focused
attention, the process of in vivo exposures which allowed the participant to persevere
through feared social situations, etc.) likely led to reductions in feelings of social
ineptness (via positive social experiences) which in turn led to reductions in anxiety and
avoidance. Participants in the RTC condition did not receive the same education on
anxiety and avoidance that those in the SAI condition received and they did not
participate in in vivo exposures during treatment sessions. Therefore, reductions in
feelings of social ineptness were a significant difference between the treatment conditions
and this difference appears to have led to significantly greater decreases in social anxiety
and social avoidance for the SAI treatment group.
Social ineptness emerging as a significant mediator indicates the value of the
overall SAI treatment as a means of reducing self-perceptions of social inadequacy and
awkwardness. The durability of social ineptness as a mediator of anxiety and avoidance
should be examined with clinical studies that examine the long-term effects of the SAI
treatment. As described earlier in the literature review, social ineptness is related to social
cost, which is a specific offshoot of dysfunctional beliefs about the potential outcome of a
social interaction. Reductions in social ineptness and social cost may have an interactive
effect on reducing social anxiety and avoidance since they are related constructs.
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Therefore, analysis of the individual effect of these mediators versus any potential
interactive effect could be conducted. The SAI treatment protocol overall should be
reviewed, evaluated, and tested to determine if equal emphasis was placed on each of the
four potential mediators. Once emphasis on these components is equally distributed, all
four constructs (SFA, SB, SC, and SI) should be re-examined for potential mediating
effects on treatment outcome.

Other Limitations

While the findings of the current study are quite encouraging, there are of course
limitations. There were several differences between the treatments which may have had
an effect on the results of the study. First, participants in the SAI condition had between
five to seven hours of contact with researchers as opposed to the three to four hours of
contact for the RTC condition. Second, although all participants were paid the same rate
per hour of contact, because of the higher contact hours participants in the SAI condition
received greater monetary compensation than participants in the RTC condition. Third,
there were inherent differences in the treatment protocols; Participants in the SAI
condition interacted directly and in a one-on-one fashion with researchers in order to
become educated about the SAI treatment components, while participants in the RTC
condition learned about applied relaxation techniques via a digital recording and had less
one-on-one contact. Fourth, the research assistants had expectations that the SAI
treatment would bring positive change. Although the research assistants were told that the
RTC treatment would also be effective in reducing anxiety, it is possible that the research
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assistants had a bias toward the effectiveness of the SAI treatment. Even though efforts
were made to limit treatment differences, these inadvertent differences may have had an
effect on treatment outcome.
Another limitation of the current study may be the use of active treatment (applied
relaxation training) rather than a placebo with the control-condition participants.
Wampold and Bhati (2004) discussed the utility of a placebo control for research in
psychotherapy (non-active treatment controls) and indicated that placebo controls in these
studies do not have the experimental validity found in medical studies. With placebo
controls, researchers are not blind to the treatment being delivered and typically
researchers delivering the placebo are aware that the treatment will likely be ineffective.
This awareness creates a bias between the active treatment and placebo control. For the
current study, the active treatment of applied relaxation training was used in order to
attempt to take into account contact with a researcher, self-directed exposure experiences,
the act of coming to a scheduled treatment session, and the ensuing expectations for
change. As mentioned, the research assistants in this study were aware that applied
relaxation is effective in reducing social anxiety and applied relaxation was not
considered to be a placebo control. An active treatment control helped to reduce some
potential treatment confounds, but made interpretation of the mediation analyses more
difficult.
As explained by Kraemer et al. (2002), mediation is best demonstrated through
the use of a treatment condition and a no-treatment control (i.e., wait-list). When a notreatment control is used, mediation effects can be examined as potential causal factors.
When an active treatment such as the RTC condition is used, the effects of the mediators

can only be stated to show differences between the two treatment conditions rather than
as direct causal factors. In the current study, the benefits of an active treatment group
(i.e., researcher contact, scheduled sessions, etc.) outweighed the potential difficulties
with mediation analyses. To better determine the direct effects of the mediators on
reductions in social anxiety and social avoidance, a study with the SAI treatment, the
RTC treatment (or another active treatment), and a wait-list control could be conducted.
The overall treatment sample is also a potential limitation of the current study.
The twenty-eight participants in this study were initially contacted through an assessment
conducted by Housing and Dining. Further participation was accompanied by financial
compensation. Although informed consent procedures clearly and repeatedly expressed
the voluntary nature of the study, participants may have participated based on a sense of
duty to Housing and Dining and/or for financial gains. While the outcome of this study is
not in question and the treatment effects seen appear valid, a replication of the study with
true, uncompensated volunteers could provide interesting information on the
effectiveness of the SAI treatment and may make the treatment more generalizable.
The current study did not examine the durability of the effects of treatment.
Despite the large effects sizes for anxiety (0.89) and avoidance (1.08), treatment effects
were measured approximately one week after the last treatment session was completed.
Short-term (one month) and longer term (six months or one year) effects remain
unknown. Future work with the SAI treatment protocol should aim to measure anxiety
and avoidance at six months or one year post-treatment in order to more effectively
compare lasting SAI treatment effects with the effects of more traditional treatments such
as the one used in Clark et al. (2003).
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Finally, a notable limitation to the current study is the lack of adherence
measures. Each researcher who administered the SAI and RTC treatments was trained on
detailed treatment protocols and verbally reported levels of treatment adherence to the
supervising Licensed Clinical Psychologist. No measures for quantifying protocol
adherence were included in the current study. Furthermore, sessions were not recorded so
treatment adherence cannot be determined retrospectively via coding of video or audio
tapes. Future work with the SAI treatment protocol should include measures of protocol
adherence.

Fitting the Results to the Clark and Wells (1995) Model of Social Anxiety

As discussed earlier in the introduction, self-focused attention and safety
behaviors are key components of the Clark and Wells (1995) model of social anxiety.
Social cost and social ineptness are included as components of that model but are not
stressed as explicit components of treatment. The results of the current study appear to
support the activation of negative assumptions (social ineptness) and the perception of
social danger (social cost) which reside at the top of the CW model. Self-focused
attention and safety behaviors, key components of the CW model, did not fare as well in
the current study and that portion of the model is not supported by the current findings.
However, as previously mentioned, the current structure of the SAI treatment favors
change in social cost and social ineptness and may not have provided adequate emphasis
and explanation of self-focused attention and safety behaviors. So while the top half of
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the model is supported by the current findings, the importance of the lower components
remains in question.
In order to more thoroughly examine the SAI treatment protocol and its
components, further study should include manipulation of the treatment itself and its
various components. One method that might be employed would be to rearrange the order
of the SAI treatment components. Currently the protocol introduces self-focused attention
and safety behaviors at the beginning of treatment and then moves to a focus on social
cost. A comparison of this treatment protocol with one that puts self-focused attention
and safety behaviors at the second half of treatment may reveal recency effects and may
show self-focused attention and safety behaviors to be mediators. Regardless of the
method, further exploration into the key treatment components of the Clark and Wells
(1995) model is warranted.

Future Directions

As mentioned above, an important step in the use of this brief intensive treatment
will be to compare the longer term effects of this treatment to those found with other
treatment protocols. If the SAI treatment is found to have lasting treatment effects then it
may prove to be useful in settings where more traditional therapy is not available.
Specifically, colleges and universities may benefit from the availability of a brief
intensive treatment, as students may be reluctant to participate in longer treatments and
may be less likely to seek treatment at the start of their education. If universities can
promote a brief yet highly effective treatment for reduction of social fears and avoidance,
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more students may seek treatment and ultimately benefit from having their social fears
alleviated.
Research on the durability of treatments for other anxiety disorders focuses on the
return of fear. With disorders such as Panic Disorder, fear may return as time passes.
Longer treatments and booster sessions help to prevent relapse through overlearning
(Bouton, Woods, Moody, Sunsay, & Garcia-Gutierrez, 2006). If social anxiety operates
similarly to the other anxiety disorders, fears are activated as automatic cognitive
processes. The treatments for social anxiety then help to develop competing automatic
processes and overlearning helps reinforce the use of the alternate process. Social anxiety
may indeed result from automatic processes, but Pontari and Schlenker (2000) find
support for social anxiety resulting from controlled processes. Their research would
suggest that the new information learned during treatment replaces the previous fear
information and therefore longer treatment and booster sessions should not be necessary.
Examination of the mechanisms behind social anxiety could have an effect on the
understanding of the durability of the SAI treatment. The current study did not examine
the issue of whether social anxiety operates as an automatic or controlled process. If in
fact social anxiety operates as a controlled process, overlearning is not necessary and the
SAI treatment may have durable and lasting effects on reduction in anxiety symptoms.
Future research might examine other aspects of outcome evaluation. Outcome
evaluation can be viewed as having four components (Nelson & Steele, 2006).
Effectiveness of the treatment (i.e., how well it works in an applied setting) and
mediators (i.e., how does the treatment work) were both evaluated in the current study.
Evaluation of the efficacy of the SAI treatment (i.e., does the treatment work in

controlled conditions) and system-level evaluation (i.e., does the treatment produce
improvements in important systems) did not occur and may be a valid focus of future
research.
In addition to the four components of outcome evaluation, Nelson and Steele
(2006) suggest three other facets of program evaluation. These three facets were not
addressed in the current study and may be a focus of future research. First, provider
evaluations would include examining how appealing a treatment is to practitioners and
administrators. Good treatments should be appealing to both practitioners and
administrators, and practitioners should feel satisfied after using the treatment. The S AI
treatment has potential to be quite appealing to practitioners and administrators alike due
to the relative ease of use and the brief nature of the treatment. The SAI treatment seems
portable and looks to be easy to distribute and administer across treatment settings, which
may lead to provider satisfaction; however, formal evaluation of this facet was not done
in the current study, so future researchers working with the SAI package might wish to
include evaluation of provider satisfaction.
Second, Nelson and Steele (2006) recommend evaluating consumer satisfaction
via both the prospective and retrospective appeal of any treatment. Essentially, they see
consumer satisfaction as how appealing a treatment is to potential clients and how
satisfied clients are after completing treatment. Consumer satisfaction was not directly
measured in the current study. Although one might assume that experiencing significant
reductions in anxiety and avoidance would be a good indicator of consumer satisfaction,
this is not necessarily the case. Future work with the SAI treatment should include some
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method of evaluating the overall satisfaction of each client with the treatment and provide
the clients opportunities to give suggestions and feedback on treatment components.
Third, Nelson and Steele (2006) also recommend evaluating the economic impact
of a treatment. The main questions here involve the cost effectiveness of treatment
implementation and whether use of the particular treatment offsets costs in other systems.
Again, these issues were not directly addressed within the current study, but the brief
nature of the SAI treatment suggests cost-effectiveness (i.e., two sessions are less costly
to deliver than 8-16 sessions). Overall, a multifaceted evaluation of the SAI treatment
may help to answer any questions about the efficacy, portability, acceptability, and cost
effectiveness of the SAI treatment and maybe a focus of future studies on the SAI
treatment package.
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Demographic Questionnaire
1. What is your age?
2. Sex (circle one):
Female

Male

3. Are you Spanish/Hispanic/Latino (circle one):
Yes, Mexican, Mexican American, Chicano
Yes, Cuban
Yes, other Spanish/Hispanic/Latino

No, not Spanish/Hispanic/Latino
Yes, Puerto Rican
4. Race (circle one or more):
White
Black, African American or Negro
American Indian or Alaska Native
Asian Indian
Japanese
Native Hawaiian
Chinese

Korean
Guamanian or Chamorro
Filipino
Vietnamese
Other Asian
Other Pacific Islander
Some Other Race

5. Education.
1st Year College Student

2na Year College Student

3rd Year College Student

4th Year College Student

5th Year or Beyond

6. Marital Status:
Never Married

Living w/ Significant Other

Married

Separated

Divorced

Widowed

7. Annual Family Income
Less than $40,000

$40,001 - $45,000

$45,001-$50,000

$50,001 - $55,000

$55,001 - $60,000

Over $60,000

8. Have you ever been to see a mental health professional?
If Yes, for anxiety related problems?

YES

YES

NO

9. Have you taken medication to help with psychological issues?
If Yes, are you currently taking that medication?

NO

YES

YES
NO

NO
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SOCIAL PHOBIA 11
SOCIAL PHOBIA
la. Currently, In social situations where yon might be observed or evaluated by others or when you
are meeting new people, do you feel fearful, anxious, or nervous?
YES

. NO

b. Currently, are you overly concerned that you may do and/or say something that might
embarrass or humiliate yourself in front of others, or that others may think badly of yon?
YES

NO

If MO to la. and lb., continue to lc.
If YES to either la. or lb., skip to 2.
c. Have you ever been anxious in social situations or were you ever overly concerned about
embarrassing or humiliating yourself in front of others?
YES

NO_

If NO, continue to 2.
When was the most recent time this occurred?
2. I am going to describe some situations of this type and ask how you would feel in each situation
and to what extent you avoid these situations.
< For each situation, make separate ratings for level of fear and degree of avoidance using the following
scale:
0
No fear/
Never avoids

1

-2
-~-3
4—
5—
6
--—7
8
Mild fear/
Moderate fear/
Severe fear/ Very severe fear/
Rarely avoids
Sometimes avoids Often avoids
Always avoids
FEAR AVOID COMMENTS

a.
b.
c.
d.
e.
f.
g.
h.
i.
j.

Parties
Participating at meetings/classes
Talking in front of a group/formal speaking
Speaking with unfamiliar people
Eating in public
Using public restrooms
Writing in public (signing checks, filling out forms)
Dating situations
Talking to persons in authority
Being assertive, e.g.:
-Refusing unreasonable requests
-Asking others to change their behavior
k. Initiating a conversation
1. Maintaining a conversation
m. Other

. .
_^_

____

ITIII

'
__
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12 SOCIAL PHOBIA
If no evidence of fear/avoidance is obtained,
Skip to GENERALIZED ANXIETY DISORDER (p. 14).

Now I want to ask you a series of questions about your current anxiety in social situations.
Complete for current episode of social anxiety that is potentially of clinical severity:
A. List most problematic situations: _ _

_

.

1. What are you concerned will happen in these situations?
2. Do you experience the anxiety nearly every t»~* you encounter

?
YES

NO

3. Does the anxiety occur as soon as you enter the situations or are about to enter the situations,
or is the anxiety sometimes delayed or unexpected?
IMMEDIATE

DELAYED _

4a. Are you anxious about these situations because you are afraid that you will have an unexpected
panic attack?
YES

__ NO^

If YES,
b. Other than times when you are exposed to
rush of fear/anxiety?

, have you experienced an unexpected
YES

NO

If YES, where has this occurred? ___
If YES to 4a. or 4b., consider whether fear could be subsumed into panic disorder.
5. Panic Attack Symptoms
Do you experience
Q,

None

1

when you encounter
__2
Mild

-3

b.
c.
d.
e.
f.
gh.

6
Severe

7

8
Very severe

i.

a. Palpitations, pounding heart,
or accelerated heart rate
Sweating
Trembling or shaking
Shortness of breath or
smothering sensations
Feeling of choking
Chest pain or discomfort
Nausea or stomach distress
Chills, hot flushes, or
blushing

-5

A-

Moderate

?

___

Dizziness, unsteady feelings,
lightheadedness, or faintness
J- Feelings of unreality or
being detached from oneself
k. Numbing or tingling
sensations
1. Fear of dying
m. Fear of going crazy
n. Fear of doing something
uncontrolled

,

.
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SOCIAL PHOBIA 13
6a. In what ways have these fears interfered with your life (e.g., daily routine, job, social
activities)?; How much are you bothered by these fears?

b. Has your current job or educational attainment been influenced by the fears?

Rate interference:
0None

distress:
1

2
Mild

3

4
Moderate

5

6
Severe

7

8
Very severe

7a. When did anxiety about
begin to be a problem in that it caused a lot of distress or
interference with your life? (Note: if patient is vague in date of onset, attempt to ascertain more
specific information, e.g., by linking onset to objective life events.)
Date of Onset:

Month

Year

b. Can you recall anything that might have contributed to you feeling anxious about social
situations?

8. Besides this current period of anxiety in social situations, have there been other, separate
periods of time before this when you have bad the same problems?
YES

NO

If YES, the clinician should consider inquiring about past episodes, particularly if the clinician
determines that this information may be important for clinical or diagnostic reasons.
Datc(s) of prior episodes:
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SIAS
Instructions: Indicate the degree to which you feel the statement is characteristic or true
of you.
1. I get nervous if I have to speak with someone in authority (teacher, boss, etc.)
Not at all

Slightly

Moderately

Very

Extremely

Very

Extremely

2. I have difficulty making eye-contact with others.
Not at all

Slightly

Moderately

3. I become tense if I have to talk about myself or my feelings.
Not at all

Slightly

Moderately

Very

Extremely

4. I find difficulty mixing comfortably with the people I work with.
Not at all

Slightly

Moderately

Very

Extremely

Very

Extremely

Very

Extremely

Very

Extremely

Very

Extremely

Very

Extremely

Very

Extremely

5. I find it easy to make friends of my own age.
Not at all

Slightly

Moderately

6. I tense-up if I meet an acquaintance in the street.
Not at all

Slightly

Moderately

7. When mixing socially I am uncomfortable.
Not at all

Slightly

Moderately

8. I feel tense if I am alone with just one other person.
Not at all

Slightly

Moderately

9. I am at ease meeting people at parties, etc.
Not at all

Slightly

Moderately

10.1 have difficulty talking with other people.
Not at all

Slightly

Moderately
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11.1 find it easy to think of things to talk about.
Not at all

Slightly

Moderately

Very

Extremely

12.1 worry about expressing myself in case I appear awkward.
Not at all

Slightly

Moderately

Very

Extremely

Very

Extremely

13.1 find it difficult to disagree with another's point of view.
Not at all

Slightly

Moderately

14.1 have difficulty talking to attractive persons of the opposite sex.
Not at all

Slightly

Moderately

Very

Extremely

15.1 find myself worrying that I won't know what to say in social situations.
Not at all

Slightly

Moderately

Very

Extremely

Very

Extremely

Very

Extremely

16.1 am nervous mixing with people I don't know well.
Not at all

Slightly

Moderately

17.1 feel I'll say something embarrassing when talking.
Not at all

Slightly

Moderately

18. When mixing in a group I find myself worrying I will be ignored.
Not at all

Slightly

Moderately

Very

Extremely

Moderately

Very

Extremely

19.1 am tense mixing in a group.
Not at all

Slightly

20.1 am unsure whether to greet someone I know only slightly.
Not at all

Slightly

Moderately

Very

Extremely
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SFA
Instructions: Indicate the degree to which you feel the statement is characteristic or true
of you by circling ONE response for each item.
1.

Mthepresenceofotherpeoplelamcons^
Notatall

2.

Moderately

Very

Extremely

Slightly

Moderately

Very

Extremely

Slightly

Moderately

Very

Extremely

Slightly

Moderately

Very

Extremely

Slightly

Moderately

Very

Extremely

Slightly

Moderately

Very

Extremely

Slightly

Moderately

Very

Extremely

Moderately

Very

Extremely

Moderately

Very

Extremely

fatepieseoxofotherpecplelamixesta^
Notatall

11.

SUgkfy

hthepiesenceofolrierpecplelamt^^
Notatall

10.

Extremely

In1hepie9ericeofo1herpeopleIamcanstai^
Notatall

9.

Very

fotepresenxofolherpaoplelamamstan^
Notatall

8.

Moderately

Inlhspieserreofolherpeoplelamt^^
Notatall

7.

Slightly

Mlhepesenreofolherpeoplelamconstanfy
Notatall

6.

Extremely

fotepresenceofotherpeoplelamconst
Notatall

5.

Very

folhepresenxofodierrjeoplelamcons^
Notatall

4.

Moderately

Mlhepresenceofoth^peoplelamaDosfa^
Notatall

3.

SUghiy

Slightly

falhepresenceofatherpeoplelamconsta^
Notatall

Slightly
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BFNE
Instructions: Indicate the degree to which you feel the statement is characteristic or true of you.
1. I worry about what people will think of me even when I know it doesn't make any difference.
Not at all

Slightly

Moderately

Very

Extremely

2. I am unconcerned even if I know people are forming an unfavorable impression of me.
Not at all

Slightly

Moderately

Very

Extremely

3. I am frequently afraid of other people noticing my shortcomings.
Not at all

Slightly

Moderately

Very

Extremely

4. I rarely worry about what kind of impression I am making on someone.
Not at all

Slightly

Moderately

Very

Extremely

Very

Extremely

Very

Extremely

Very

Extremely

5. I am afraid that others will not approve of me.
Not at all

Slightly

Moderately

6. I am afraid that people will find fault with me.
Not at all

Slightly

Moderately

7. Other people's opinions of me do not bother me.
Not at all

Slightly

Moderately

8. When I am talking to someone, I worry about what they may be thinking about me.
Not at all

Slightly

Moderately

Very

Extremely

Very

Extremely

Very

Extremely

9. I am usually worried about what kind of impression I make.
Not at all

Slightly

Moderately

10. If I know someone is judging me, it has little effect on me.
Not at all

Slightly

Moderately

11. Sometimes I think I am too concerned with what other people think of me.
Not at all

Slightly

Moderately

Very

Extremely

Very

Extremely

12. I often worry that I will say or do the wrong things.
Not at all

Slightly

Moderately
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STABS
Instructions: Indicate the degree to which each thought or belief is typical of your
thinking when anticipating or participating in a social encounter.
1. When I am in a social situation, I appear clumsy to other people.
Never

Rarely

Sometimes

Often

Always

2. If I am with a group of people and I have an opinion, I am likely to chicken out and
not say what I think.
Never

Rarely

Sometimes

Often

Always

Often

Always

3. I feel as if other people sound more intelligent than I do.
Never

Rarely

Sometimes

4. When I am with other people, I am not good at standing up for myself.
Never

Rarely

Sometimes

Often

Always

5. I am a coward when it comes to interacting with other people.
Never

Rarely

Sometimes

Often

Always

Often

Always

Often

Always

6. I feel unattractive when I am with other people.
Never

Rarely

Sometimes

7. I would never be able to make a speech in public.
Never

Rarely

Sometimes

8. Other people are more comfortable in social situations than I am.
Never

Rarely

Sometimes

Often

Always

Often

Always

9. Other people are more socially capable than I am.
Never

Rarely

Sometimes

10. No matter what I do, I will always be uncomfortable in social situations.
Never

Rarely

Sometimes

Often

Always
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11. My mind is very likely to go blank when I am talking in a social situation.
Never

Rarely

Sometimes

Often

Always

Sometimes

Often

Always

Often

Always

12.1 am not good at making small talk.
Never

Rarely

13. Other people are bored when they are around me.
Never

Rarely

Sometimes

14. When speaking in a group, others will think what I am saying is stupid.
Never

Rarely

Sometimes

Often

Always

15. If I am around someone I am interested in, I am likely to get panicky or do something
to embarrass myself.
Never

Rarely

Sometimes

Often

Always

16.1 do not know how to behave when I am in the company of others.
Never

Rarely

Sometimes

Often

Always

17. If something went wrong in a social situation, I would not be able to smooth it over.
Never

Rarely

Sometimes

Often

Always

18. When I am with other people they usually don't think I am very smart.
Never

Rarely

Sometimes

Often

Always

19. When other people laugh it feels as if they are laughing at me.
Never

Rarely

Sometimes

Often

Always

Often

Always

20. People can easily see when I am nervous.
Never

Rarely

Sometimes

21. If there is a pause during a conversation, I feel as if I have done something wrong.
Never

Rarely

Sometimes

Often

Always
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SPSBS
Instructions: Consider a recent social situation that caused you anxiety. Indicate how
frequently you use each safety behavior in that social situation.
1. Looking away from or avoiding eye contact with the person with whom you are
interacting.
Never

Occasionally

Often

Usually

2. Speeding up your speech, talking quickly and without pauses.
Never

Occasionally

Often

Usually

3. Shortening your speech, drastically reducing what you have to say.
Never

Occasionally

Often

Usually

Often

Usually

Often

Usually

4. Avoiding attracting attention to yourself.
Never

Occasionally

5. Getting a seat as hidden as you can.
Never

Occasionally

6. Pretending you are not interested or you are distant from what is happening.
Never

Occasionally

Often

Usually

7. Limiting yourself to being a passive spectator of a situation.
Never

Occasionally

Often

Usually

Often

Usually

Often

Usually

Often

Usually

8. Pretending you did not see someone.
Never

Occasionally

9. Walking with your head down.
Never

Occasionally

10. Putting your hands in your pockets.
Never

Occasionally
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11. Stopping doing what you were doing (e.g. writing, drinking, etc.) while being
observed.
Never

Occasionally

Often

Usually

Often

Usually

Often

Usually

Often

Usually

12. Trying to look at ease.
Never

Occasionally

13. Laughing to hide the fact that you are nervous.
Never

Occasionally

14. Constantly checking if you are presentable.
Never

Occasionally

15. Increasing the distance between yourself and the person you are talking to.
Never

Occasionally

Often

Usually

Often

Usually

16. Trying to disguise your trembling.
Never

Occasionally

17. Thinking very carefully about what you are going to say before you speak.
Never

Occasionally

Often

Usually

APPENDIX B
SAI PROTOCOL AND TREATMENT MATERIALS

Social Anxiety Intervention Protocol

Primary Investigator:

Kerry Renner, M.A.
Department of Psychology
753-7016
krenner@niu.edu

Faculty Advisor:

David Valentiner, Ph.D.
Department of Psychology
753-7086
dval entiner @niu. edu
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Treatment Outline:
(approximate durations included)
Session 1:
5 - lOmin.
45 min.
30-45 min.
1 hour

Introductions, general orientation to intervention
Conduct Focus of Attention Experiment with small audience
CW model introduced, tailoring to specific participant situation
In vivo exposures using Other-focused Attention

Session 2:
5 -10 min.

"Check in" with the participant to update on time since last
meeting

5 -10 min.
1 hour
25-30 min.

Review of personal CW model, changes & clarifications done
Conduct bandwidth experiments based on individual fears
Anticipatory and Post-event processing introduced and
identified
Session concludes and follow-up appointment scheduled

Preparation: To do before the participant arrives
Room set up for SFA experiment
• Podium & table set in place
• Audience chairs set up including chairs in hall for audience to wait
• Pencil for completion of materials
• Next packet IN NUMERICAL ORDER with 6 sets of questionnaires
• Book & instruction cards
Room set up for Therapy
• This Handbook!
• Sample copy of CW model
• Blank copy of CW model
• Therapist version of CW model
• Personal "Likely Situations" list from assessment (anxiety causing situations)
• SFA Charting sheets
• Behavior Change Sheets
• Cost Estimation Reevaluation Sheet
• Extra paper/pencil to list fears or for other therapy needs
• Session Note
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SESSION ONE
/.

Greeting the

participant

Meet the participant at predetermined spot
"Hi, are you

? (insert correct name) Great, I am

. If you

could follow me we can get started."
Lead the participant to your reserved therapy room
"You can have a seat in the chair."
(if necessary say Just put your jacket and backpack next to the chair.)
"Thanks again for coming today. Today's session will last between 2.5 and 3 hours."
Begin with small talk - take a few minutes to get to know the person. Suggested
questions:
-

How do you like NIU?
How is living in Grant?
Have you made friends?

-

Have you made friends?

-

What social situations that give you anxiety did you identify during your
interview?
General chit-chat should last at least 5 minutes. Then say,
"There are a few items I want to discuss before we get started"

1. I am a doctoral student studying clinical psychology. Dr. Valentiner is my
advisor for this project and he is a faculty member in the psychology
department.
2. As indicated in your interview session, you will be paid $8 for each hour of
participation in this research project. You will be paid at the end of your
participation which will be in just a few weeks.
3. I want to remind you of the Informed Consent that you signed at your
interview session. Remember that your experiences here are confidential
within the scope of our research team. Additionally, your participation is
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voluntary, and you may choose to discontinue this project at any time. Do
you have any questions?
Allow the participant to ask questions. If you cannot answer a specific question,
indicate that you will have the Primary Researcher contact the participant with the
answer.

"Well, to get started today, I wanted to let you know why you were selected. Your
responses to the questionnaires during the FYRE assessment and during the
previous interview session suggested that you can probably benefit from these
sessions. Today you will be asked to do several different things, including reading
aloud from a book. You will be asked to follow written instructions and read several
short excerpts from a children's book in front of a small audience. Additionally, you
will be introduced to some concepts related to social anxiety, and will participate in
activities that aim to help you learn to reduce your feelings of social anxiety. Do you
have any questions for me before we get started?"
Answer any questions. If the participant wants to know information that you either do not
know or is not appropriate for the participant to know (e.g., the hypothesis of the study,
what the questionnaires are measuring, why they were selected, etc.), say, "I'd be happy
to answer your question(s) at the end of the experiment. At this point, I can only
answer questions about what you will be doing. But, I'd be happy to answer your
question at the end."

//. The SFA experiment
"To start today I want you to engage in a short public reading experiment. We are
going to begin by having you step into the lecture area. On the podium you will find
a book of children's stories. Open the book to the tab marked "1" (page 86) and
read from the page until you come to the sticker marked STOP. There will be an
audience watching you, and the audience members are individuals on Dr.
Valentiner's research team."
Walk the participant over to the speech area. Open the door, and bring in the audience.
Direct the participant to the podium and take a seat. After the participant is done with the
baseline reading, take him/her back to the therapy room.
Hand the participant a clipboard with the first Post Trial Questionnaire. Ask him/her to
complete the questionnaire while thinking about his/her anxiety during the previous
speech.
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"This questionnaire asks you to report your anxiety during the previous speech.
Please answer the questions as truthfully as possible."
(Watch for signs of distress in the participant. If you see any signs such as crying or just
"sense" that the person is greatly distressed, then remind them that participation is
voluntary and that they may stop at any time.)
Collect the completed questionnaire.
Providing

the structure of the study

"Okay. I would like to tell you a bit about social anxiety. Sometimes when people
become anxious, they focus their attention inward. They pay attention to their own
thoughts, emotions and physical sensations. For example, they might concentrate on
the fact that they are anxious, that they are sweating, shaking or that their heart is
racing. People think that focusing on these thoughts and feelings will help to reduce
anxiety when in fact, this internal focus actually works to keep the person anxious.
"Additionally, when people get anxious in social situations they tend to have a rigid
adherence to rules. In other words, they will typically do certain behaviors in
certain situations. Anxious people use these behaviors to feel safe so we call these
Safety Behaviors. For example, some people feel the need to grip a podium tightly
while speaking. Others need to keep their hands in their pockets. Still others will
avoid all eye contact with those around them. The behaviors actually tend to
increase anxiety and work against an anxious person receiving positive feedback
from their environment."
Here - insert one of these statements:
- You might be able to think of some things you do when you feel anxious in social
situations
- You can probably think...
- What types of things do you do...
"So, what I want today is to have you put your attention in different places. I would
like you to try to be flexible with your attention so that you can receive feedback
from the audience and your environment. You could say that I want you to "let it all
hang out." If you tend to hunch your shoulders, stand up straight. If you tend to
wring your hands, let them hang loosely at your sides."
"During the next 4 reading trials, you will read instructions off an index card."
(show index card) "These instructions will direct you to focus your attention inward
or outward. In other words, the instructions will let you know whether you should
focus on your thoughts and physical sensations, or let it all hang out and act in ways
you typically would not act. After each reading trial you will come back over here to
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complete questionnaires about your anxiety during the previous trial. Do you have
any questions?"
Answer any questions. If they ask the purpose of the study or something that gives too
much insight into the study at this point, tell them you will be glad to answer that
question at the end of the experiment.

Trials
Lead the participant over to the speech room. Direct the participant to stand behind the
podium. Hand the participant card #1 and have a seat.
When the participant is finished reading, stand up and walk him/her to the side of the
room or just outside the door. Have him or her complete the next questionnaire. No
questions are to be answered at this time. No further instruction is to be given.
(Watch for signs of distress in the participant. If you see any signs such as crying or just
"sense" that the person is greatly distressed, then remind them that participation is
voluntary and that they may stop at any time.)
When the questionnaire is finished, collect it and say, "Are you ready for the next
trial?" and walk the participant back into the speech room. Hand him or her card #2.
Repeat until have completed 4 trials.

Post-trial Information

and free speech

experience.

After the 4th trial, walk the participant to the side of the room our outside the door. Have
him or her complete the questionnaire as usual. When the participant is finished say,
"Now I would like you to complete one last reading. This time there will be no
instruction card. You can use any focus of attention that you want. You can read the
passage any way you wish. Do you have any questions?"
If the participant asks what you mean by "any way you want" just explain that there are
no directions for focus of attention and that they can choose how to approach the speech.
Do not answer questions about other parts of the experiment at this point.
Lead the participant over to the speech room and have him/her read the last marked
section in the book. Upon completion of this uninstructed trial, return to your therapy
room and have the participant complete the last questionnaire.
Thank and dismiss the audience members
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IV. Processing

the SFA

experiment

Gather the questionnaires from the SFA experiment. Examine anxiety levels and focus of
attention for each trial. Discuss and identify safety behaviors.
Consider the following questions:
"What did you notice?"
"How well were you able to shift your attention?"
"Were there any patterns?"
"What do you make of this experiment?"
"What did you learn?"
"What do you usually do with your attention?"
"What kind of safety behaviors did you notice?"
"How well were you able to drop these behaviors?
"What was that like?"
Use the SFA Charting sheets to chart the participant's data. Show the graphs from Renner
Thesis Results - Show pattern. If the results match the anticipated pattern, great. Build
off that for therapy.
If the results of the SFA experiment do not make a strong case for use of other-focused
attention, explain to the participant that he/she did well. Ask detailed questions about
their feelings of success at shifting focus of attention. Indicate that you will be spending
more time working on that concept.
V. The Clark & Wells (1995)

Model

Hand the participant the blank CW model form. Introduce the participant to the various
sections of the model
"Here is a model for understanding what causes Social Anxiety.
Hand the participant the Sample CW model. You should be sitting near enough to the
participant that you can both see this sheet, and that you can read it together. You will
need to gesture to various points on the diagram.
"As you can see, the model starts with the identification of a social situation. This
space is for writing in a specific situation that causes you social anxiety. Below that
you can see a space for Negative automatic thoughts. These are thoughts we have
that hurt us in a social situation. These other spaces are for the identification of
Safety Behaviors, Anxiety Symptoms, and Self-Focused attention. These are all
concepts that we can discuss in greater detail. Are you following me so far?"
Allow for any questions to be asked that relate to clarifying what has been said so far.
You can remind the participant that you are about to delve into greater detail.
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Walk the participant through the Sample Model in detail. Make sure he/she understands
the differences between the parts of the model. Be clear on the differences between
Negative Automatic Thoughts and Self-Focused Attention. Be sure YOU know this
before the session starts!
I find the best order to explain the model is the following:
Situation
Negative Automatic Thoughts
Anxiety Symptoms
Safety Behaviors
Self-Focused Attention
Once the sample situation is clearly understood, move on to creating the Personal CW
model. Use the Therapists Model to guide the participant in choosing appropriate items
for each part of the diagram. Try to get him/her to identify the correct information for
each section, but help if it is needed. Use the questions to guide the participant.
Once the model is completed, review it quickly to demonstrate how this model truly
operates in a social situation. Explain the cyclical nature of this model, and how anxiety
is perpetuated when SFA is used. Discuss the benefits of using Other-Focused Attention.
How would that break the cycle of anxiety? Identify specifically where the participant
can start to break his/her own cycle (typically safety behaviors and little by little,
dropping SFA). Be sure to include the following:
"As I mentioned, sometimes when people focus their attention inward, they notice
they are anxious and then engage in safety behaviors. They may cover their mouth
with their hand while speaking, and what does that do?" Give the person a chance to
answer. "Covering your mouth makes it harder to hear which may lead to negative
feedback from the audience and increase social anxiety. The same goes for crossing
your arms across your chest. It can increase perspiration, and can make a person
appear more anxious."
Move into discussion of anxiety, Cost Estimation, and exposures

VI Cost Estimation

and In Vivo

Exposures

Here is an outline of topics to cover and the order in which to cover those topics. Nothing
here needs to be word-for-word, but you should cover each of these areas in this order:
1. "Let's analyze what we mean by Negative Automatic Thoughts" - fast,
unconscious, negative, and changeable. Typically are statements that can be
followed with "and that would be horrible"
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2. Discuss the following:
a. Head vs. Gut
b. Balloon Analogy
c. Information vs. Experience
3. Anxiety as an alarm system - Explain and relate to tailored model
a. Fight or flight response
b. Blood to muscles and away from brain and major organs - explains loss of
concentration, nausea, etc.
4. Counterfactuals - Go back to the sweating in a meeting example from Sample
Model
a. What if didn't hide sweat? If take off jacket and sweat in public, will find
out about the true "horribleness" of the event.
b. Experience and reevaluate social situations
5. COMPLETE COST ESTIMATION PAPERWORK
6. Consider Class Clown example - he/she has a lot of experience w/revaluating
social situations
7. What if dropped a book in front of a group of people?
a. Threat Forecast i. Likelihood: 0 - 1 0 0
ii. Severity:
0-100
8. Other situations? Complete threat forecast. Can compare to cost estimations for
severity
a. Introduce yourself incorrectly to a stranger
b. Asking at desk "where is Grant Hall"
c. Asking "Where is the little boy's room"
d. Misspeaking at the beginning of a speech to class
Now, it is time to conduct In Vivo exposures. Find something that is lower on distress list.
Invite the participant to participate in testing and reevaluating the threat of that situation.
Depending on anxiety level, you may offer to do the task with the participant just coming
along. However, see how much you can get the participant to actively do.
Use Behavior Change sheet to remind participant that we would like him/her to
Approach, use External FOA, and try New Behaviors (See handout)
Before engaging in the exposure, get likelihood and severity ratings.
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Afterwards: Process the experience. What was real severity? What was the participant
thinking during exposure? What does the participant think others were thinking? Does
that social evaluation really matter? You can express that YOU as the therapist are in a
place in life where you don't really care what people think of you, so for you the threat
was low. Reiterate that we are trying to reduce the importance placed on other people's
evaluations of us.
If there is time, do another exposure. If not, ask the person to attempt to engage in
exposures over the next week and move onto closing the session.
VII. Ending the Session
Ask how the experience was for the participant. Inquire as to whether they feel they
understand the CW model, shifting focus of attention, and see how confident they are in
trying to use the techniques from the session in other social situations. When they are
done describing their experience say, "Well, I do hope that was generally a positive
experience for you. What I would like for you to do over the next few weeks is to try
to enter into as many new social situations as possible. As much as possible, try to
approach any social situations that would typically make you uncomfortable. These
situations will give you the opportunity to practice the skills you began to learn
about today. Remember that other-focused attention has been shown to lead to less
anxiety. Focusing on your environment and dropping safety behaviors may help you
to experience less anxiety. Are you willing to try this over the next week or so?"
Researcher keeps the CW models and all other paperwork except for Behavior Change
Sheet. Encourage the participant to take that sheet as a reminder to Approach, use
External FOA, and try New Behaviors. Then say:

"Ok, we need to schedule you for your next session. Does this time for you again
next week? (If this time does not work for you as a therapist, suggest a time that works
for both of you and let Kerry know this schedule ASAP.
Repeat the appointment time, thank the participant for coming, and walk him/her to the
door.

Ill
Let Kerry know the session was completed. Write up a session note. In the note include
time approximations for Introduction, Relaxation, and closing. Insert the session note into
the DV Review file folder in the Valentiner Lab.
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SESSION TWO
Room set up for Therapy - HAVE SESSION ONE MATERIALS HANDY
• This Handbook!
• Sample copy of CW model
• Blank copy of CW model
• Therapist version of CW model
• Personal "Likely Situations" list from assessment (anxiety causing situations)
• SFA Charting sheets
• Behavior Change Sheets
• Cost Estimation Reevaluation Sheet
• Extra paper/pencil to list fears or for other therapy needs
• Session Note
/. Check In with

Participant

Greet the participant. Review what has transpired since the last session (approximately 5
days to 1 week in time). Ask the participant what he/she thought of the last session. Are
there any questions that have arisen since that session? Has he/she used Other-Focused
Attention in social situations since last session? Why/Why not? Get severity/likelihood
ratings for any social events the person participated in. Can he/she identify negative
automatic thoughts from those events? Review ideas of Approach, External F.O.A. and
use of New Behaviors
Gather relevant information. Move on to reviewing model.
II. Review of Personal

CW Model

Examine the personal model that was created during session one. Go through the model
in its entirety first. Then, ask if the participant sees anything they would like to change or
update. Hone in on safety behaviors that you may have noticed or that were identified
during last session. See if you can draw out fears in detail.
Ask the participant to think of another recent situation that can be adapted to the CW
model (preferably something that happened since last session). Verbally and visually
walk through that new situation and adapt to model. Encourage the participant to take the
lead, but provide guidance/assistance as needed.
Once models are reviewed, ask for any further questions/comments. Spend enough time
working here that you are sure the participant is understanding the CW model. Also make
sure the person remembers the Balloon analogy, and is understanding that Approach with
External focus of Attention and dropping of Safety Behaviors will be likely to lead to
LONG TERM change in anxiety. Introduce Bandwidth Experiments.

113
II.

Bandwidth

Experiments

These will be conducted similarly to in vivos from last session. However, here we are
trying to get the participant to really push his/her limits and test out what he/she has
learned. We are asking him/her to really take chances here. Move progressively from
lower anxiety causing scenarios to more highly anxiety provoking situations. Try to do at
least 2 bandwidth experiments. Ask for Likelihood and Severity ratings before and after
each exposure. Try to write these down to include in your session note.
IV. Introduce Anticipatory

and Post-Event

Processing

Bring out new Behavior Change Sheet - discuss Overpredicting. Talk about how you
have shown that likelihood and severity ratings are often greatly overestimated. Discuss
how overpredicting the horribleness of an experience leads to greater anxiety.
Next, discuss how after an anxiety provoking event, socially anxious individuals may
remember the event as being more horrible than it actually was. You could say something
like:
"Sometimes when people go through anxiety evoking experiences, they replay the
event over and over in their mind. Often as people rethink and recall an event, they
begin to remember their performance more negatively. They imagine it to have been
a very negative experience."
Discuss Anticipatory and Post-Event processing until you are clear the person
understands what you are meaning. You can say that we don't have many tricks for
stopping this processing, but knowing about it may help. You could say something like
this:
"There aren't any special tricks that I can give you for reducing these types of
processing. I just wanted you to know that this type of processing is one of the ways
people make themselves more anxious. Just having this information may help you to
stop the processing. I would recommend, though, that you remember how your
severity ratings were off (only say this if the person's rating were high) and perhaps
that will remind you to be less anxious.

V. Conclusion of Session /Setting up Follow-Up
Say "How was that for you today? Let the person respond. Try to identify particular
sections that may have been difficult for the person.
Say, "Once again, try to remember what you learned and practiced today, and use
that information over the course of the next few weeks. Make an effort to put
yourself in social situations that would normally cause you anxiety, and when you
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are in those situations, try to remember the techniques that we practiced during
these sessions."
"Someone will be calling you in a week or so in order to schedule your final
assessment. During that session you will go through another brief interview and you
will complete some pencil and paper questionnaires. That session should take less
than an hour of your time. You will be paid for all of your participation at that
session. Do you have any questions?"

Answer questions
"Thank you again for your time. We appreciate your participation in our research
study. Someone will call you soon. Have a good day."

Walk the participant to the door. When he/she is gone, complete a short session note and
put it in the DV Review folder in the Valentiner Lab. Let Kerry know the participant
showed up.
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Story Excerpts
BASELINE READING - (excerpt from If I Ran the Zoo in A Hatful ofSeuss, 1996)
In the Far Western part of south-east North Dakota lives a very fine animal called the
Iota. But I'll capture one who is even much finer in the north-eastern west part of South
Carolina. When people see him, they will say, "Now, by thunder! This New Zoo,
McGrew Zoo, is really a wonder!"
Most beasts are quite friendly, but still, in some lands some beasts are too dangerous to
catch with bare hands. For those that are ugly and vicious and mean I'll build a BadAnimal-Catching-Machine. It's rather expensive to build such a kit, but with it a hunter
can never get bit.
A zoo should have bugs, so I'll capture a Thwerll whose legs are snarled up in a terrible
snarl. And then I'll go out and I'll capture some Chuggs, some keen-shooter, meanshooter, bean-shooter bugs.
I'll go to the African island of Yerka and bring back a tizzle-topped Tufted Mazurka, a
kind of canary with quite a tall throat. His neck is so long, if he swallows an oat for
breakfast the first day of April, they say it has to go down such a very long way that it
gets to his stomach the fifteenth of May.
I'll bag a big bug who is very surprising, a feller who has a propeller for rising and
zooming around making cross-country hops, from Texas to Boston with only two stops.
Now that sort of things for a bug is just tops!
And when I've caught him, then the next thing you know I'll go and I'll capture a wild
Tick-Tack-Toe, with X's that win and Zeros that lose. He'll look mighty good in this Zoo
of McGrew's.
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TRIAL 1 READING - (excerpt from Horton Hears a Who in A Hatful ofSeuss, 1996)
On the fifteenth of May, in the Jungle of Nool, in the heat of the day, in the cool of the
pool, he was splashing... enjoying the jungle's great joys... when Horton the elephant
heard a small noise.
So Horton stopped splashing. He looked toward the sound. "That's funny," thought
Horton. "There's no one around." Then he heard it again! Just a very faint yelp as if some
tiny person were calling for help. "I'll help you," said Horton. "But who are you?
Wherel" He looked and he looked. He could see nothing there but a small speck of dust
blowing past through the air.
"I say!" murmured Horton. "I've never heard tell of a small speck of dust that is able to
yell. So you know what I think?... Why, I think that there must be someone on top of that
small speck of dust! Some sort of creature of very small size, too small to be seen by an
elephant's eyes.. .some poor little person who's shaking with fear that he'll blow in the
pool! He has no way to steer! I'll just have to save him. Because, after all, a person's a
person, no matter how small."
So gently, and using the greatest of care, the elephant stretched his great trunk through
the air, and lifted the dust speck and carried it over and placed it down, safe, on a very
soft clover.
"Humpf!" humpfed a voice. 'Twas a sour kangaroo. And the young kangaroo in her
pouch said "Humpf!" too. "Why, that speck is as small as a head of a pin. A person on
that?... Why there never has been!"
"Believe me," said Horton. "I tell you sincerely, my ears are quite keen and I heard him
quite clearly. I know there's a person down there. And, what's more, quite likely there's
two. Even three. Even four. Quite likely... A family, for all that we know! A family with
children just starting to grow. So, please," Horton said, "as a favor to me, try not to
disturb them. Just please let them be."
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TRIAL 2 READING - (excerpt from The Sneetches in A Hatful ofSeuss, 1996)
Now, the Star-Belly Sneetches had bellies with stars. The Plain-Belly Sneetches had none
upon thars. Those stars weren't so big. They were really so small you might think such a
thing wouldn't matter at all.
But, because they had stars, all the Star-Belly Sneetches would brag, "We're the best
kind of Sneetch on the beaches." With their snoots in the air, they would sniff and they'd
snort "We'll have nothing to do with the Plain-Belly sort!" And whenever they met some,
when they were out walking, they'd hike right on past them without even talking.
When the Star-Belly children went out to play ball, could a Plain-Belly get in the
game...? Not at all. You only could play if your bellies had stars and the Plain-Belly
children had non upon thars.
When the Star-Belly Sneetches had frankfurter roasts or picnics or parties or
marshmallow toasts, they never invited the Plain-Belly Sneetches. They left them out
cold, in the dark of the beaches. They kept them away. Never let them come near. And
that's how they treated them year after year.
Then ONE day, it seems... while the Plain-Belly Sneetches were moping and doping
alone on the beaches, just sitting there wishing their bellies had stars... A stranger zipped
up in the strangest of cars!
"My friends," he announced in a voice clear and keen, "My name is Sylvester
McMonkey McBean. And I've heard of your troubles. I've heard you're unhappy. But I
can fix that. I'm the Fix-it-Up Chappie. I've come here to help you. I have what you
need. And my prices are low. And I work at great speed. And my work is one hundred
percent guaranteed!"
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TRIAL 3 READING - (excerpt from What Was I Scared Of? in A Hatful ofSeuss, 1996)
Well... I was walking in the night and I saw nothing scary. For I have never been afraid
of anything. Not very.
Then I was deep within the woods when, suddenly, I spied them. I saw a pair of pale
green pants with nobody inside them!
I wasn't scared. But, yet, I stopped. What could those pants be there for? What could a
pair of pants at night be standing in the air for?
And then they moved! Those empty pants! They kind of started jumping. And then my
heart, I must admit, it kind of started thumping. So I got out. I got out fast. As fast as I
could go, sir. I wasn't scared. But pants like that I did not care for. No, sir.
After that, a week went by. Then one dark night in Grinitch (I had to do an errand there
and fetch some Grin-itch spinach)... Well, I had fetched the spinach. I was starting back
through town when those pants raced round a corner and they almost knocked me down!
I lost my Grin-itch spinach but I didn't even care. I ran for home! Believe me! I had
really had a scare! Now, bicycles were never made for pale green pants to ride 'em.
Especially spooky pale green pants with nobody inside 'em!
And the NEXT night, I was fishing for Doubt-trout on Roover River when those pants
came rowing toward me! Well, I started in to shiver. And by now I was SO frightened
that, I'll tell you, but I hate to... I screamed and rowed away and lost my hook and line
and bait, too!
I ran and found a Brickel bush. I hid myself away. I got brickels in my britches but I
stayed there anyway. I stayed all night. The next night, too. I'd be there still, no doubt,
but I had to do an errand so the next night, I went out.
I had to do an errand, had to pick a peck of Snide in a dark and gloomy Snide-field that
was almost nine miles wide. I said, "I do not fear those pants with nobody inside them." I
said, and said, and said those words. I said them. But I lied them.
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TRIAL 4 READING - (excerpt from Dr. Seuss's Sleep Book in A Hatful ofSeuss, 1996)
Sleep thoughts are spreading throughout the whole land. The time for night-brushing of
teeth is at hand. Up at Herk-Heimer Falls, where the great river rushes and crashes down
crags in great gargling gushes, the Herk-Heimer Sisters are using their brushes. Those
falls are just grand for tooth-brushing beneath if you happen to be up that way with your
teeth.
The news just came in from the Castle of Krupp that the lights are all out and the
drawbridge is up. And the old drawbridge draw-er just said with a yawn, "My drawbridge
is drawn and it's going to stay drawn 'til the milkman delivers the milk, about dawn. I'm
going to bed now. So nobody better come round with a special delivery letter."
The number of sleepers is steadily growing. Bed is where more and more people are
going. In Culpepper Springs, in the Stilt-Walkers' Hall, the stilt-walkers' stilts are all
stacked on the wall. The stilt-walker walkers have called it a day. They're all tuckered
out and they're snoozing away. This is very big news. It's important to know. And that's
why I'm bothering telling you so.
Way out in the west, in the town of Merced, the Hinkle-Horn Honking Club just went to
bed. Every horn has been quietly hung on a hook, for the night, in its own private HinkleHorn Nook. All this long, happy day, they've been honking about and the Hinkle-Horn
Honkers have honked themselves out. But they'll wake up quite fresh in the morning.
And then... They'll start right in Hinkle-Horn Honking again.
Everywhere, creatures are falling asleep. The Collapsible Frink just collapsed in a heap.
And, by adding the Frink to the others before, I am able to give you the Who's-AsleepScore: Right now, forty thousand, four hundred and four creatures are happily, deeply in
slumber. I think you'll agree that's a whopping fine number.

POST-TRIAL READING - (excerpt from Oh, the Places You'll Go!, 1990)
Oh! The places you'll go!
You'll be on your way up! You'll be seeing great sights! You'll join the high fliers who
soar to high heights. You won't lag behind, because you'll have the speed. You'll pass
the whole gang and you'll soon take the lead. Wherever you fly, you'll be best of the
best. Wherever you go, you will top all the rest.
Except when you don't. Because, sometimes, you won't. I'm sorry to say so but, sadly,
it's true that Bang-ups and Hang-ups can happen to you. You can get all hung up in a
prickle-ly perch. And your gang will fly on. You'll be left in a Lurch. You'll come down
from the Lurch with an unpleasant bump. And the chances are, then, that you'll be in a
Slump. And when you're in a Slump you're not in for much fun. Un-slumping yourself is
not easily done.
You'll come to a place where the streets are not marked. Some windows are lighted. But
mostly they're darked. A place you could sprain both your elbow and chin! Do you dare
to stay out? Do you dare to go in? How much can you lose? How much can you win?
And IF you go in, should you turn left or right... or right-and-three-quarters? Or, maybe,
not quite? Or go around back and sneak in from behind? Simple it's not, I'm afraid you
will find, for a mind-maker-upper to make up his mind. You can get so confused that
you'll start in to race down long wiggled roads at a break-necking pace and grind on for
miles across weirdish wild space, headed, I fear, toward a most useless place,
The Waiting Place... for people just waiting. Waiting for a train to go or a bus to come ,
or a plane to go or the mail to come, or the rain to go or the phone to ring, or the snow to
snow or waiting around for a Yes or No or waiting for their hair to grow. Everyone is just
waiting.
Waiting for the fish to bite or waiting for the wind to fly a kite or waiting around for
Friday night or waiting, perhaps, for their Uncle Jake or a pot to boil, or a Better Break or
a string of pearls, or a pair of pants or a wig with curls, or Another Chance. Everyone is
just waiting.
NO! That's not for you! Somehow you'll escape all that waiting and staying. You'll find
the bright places where Boom Bands are playing. With banner flip-flapping, once more
you'll ride high! Ready for anything under the sky. Ready because you're that kind of a
guy!

Instruction Card Text
While you are reading the next selection, focus your attention inward.
Pay attention to your thoughts, emotions and bodily sensations. Stand or move however
you need in order to feel "safe" while speaking. Imagine how the audience members
might perceive your performance.
Turn to Tab 2 in the book and begin reading. Read until you come to the sticker marked
"Stop."

While you are reading the next selection, focus your attention outward.
Look at the audience members, notice the pictures on the walls, focus on the pictures in
the book. Focus anywhere EXCEPT inward. If you start to pay attention to your thoughts
or body, try to shift your attention back to your environment.
Turn to Tab 3 in the book and begin reading. Read until you come to the sticker marked
"Stop."

While you are reading the next selection, again turn your focus of attention inward.
Are you sweating? Are you shaking? What does your voice sound like? Pay attention to
your internal feelings and sensations. Monitor your voice and imagine how you look to
the audience and what they may be thinking of you.
Turn to Tab 4 in the book and begin reading. Read until you come to the sticker marked
"Stop."

While you are reading the next selection, again turn your focus of attention outward.
If you were using any safety behaviors in previous trials, try to drop those behaviors.
Look at the audience members, try to make eye contact. Notice your environment. What
do you see when you turn your attention off of yourself? Make yourself available to get
feedback from the environment. LET IT ALL HANG OUT!
Turn to Tab 5 in the book and begin reading. Read until you come to the sticker marked
"Stop."

122
SFA Charting Sheets

Attention
80,

70

c
o
c

60
•SFA
• Control

to

3
O

50

o
u.
40

30
Baseline

Trial 1

Trial 2

Trial 3
Trial

Anxiety

Trial 4

Post

123

Attention
80 -

70 c
o
1
<u

60 -\
- • — SFA

•*-»

>*o
«
u
o

H f f l ~ Control
50 -

Li.

40 -

Baseline

Trial 1

Trial 2

Trial 3

Trial 4

Post

Trial

Anxiety
70-

60 -]

1

<*•*

-#—SFA

50-

Ml

•><

c
<
40 -

Baseline

Trial 1

Trial 2
Trial

Trial 3

Trial 4

Post

Control

124

Therapist's Clark & Wells Model
Situations
- When does anxiety occur?
- Are there similar situations when it doesn't occur?
- What is different about these situations?
- Are there times when a typical phobic situation is
not a problem?

Negative Automatic Thoughts
- What were your anxious thoughts in that situation?
- When you felt anxious in the situation, what thoughts went
through your mind?
- Did you think that you wouldn't have anything to say; that you
would look stupid; or look anxious; that others would think that
you are not normal; that you would say or do something stupid;
etc.?

Self-Focused Attention
- When were you self-conscious, what were you most
conscious of?
- What aspect of yourself were you most aware of? What
anxiety symptoms did you notice?
- What was your impression of how you looked in the
situation (how you would appear to other people)?
- Do you think others noticed your anxiety symptoms?
- When you conceal your symptoms, how do you look to
others?

Safety Behaviors
- What did you do to prevent bad
outcomes?
- If you don't do those things, what will
happen?
- Did you do things to control/mask your
anxiety symptoms or improve your
performance?
- Did you do anything to avoid drawing
attention to yourself?
- What are the effects of using safety
behaviors?

Anxiety Symptoms
- What symptoms did you notice? (i.e.
sweating, shaking, heart racing,
nausea, etc.)
- Which symptoms bother you most?
- Categories of anxiety symptoms:
- Mental (i.e., racing thoughts,
confusion, etc.
- Physical (i.e, sweating, shaking,
nausea, dizziness, etc.)
- Emotional (i.e., wanting to cry,
feeling overwhelmed, etc.)

Sample Clark & Wells Model
Situation
- At business meeting / luncheon
- Need to talk in front of the group, need to eat in
front of others

Negative Automatic Thoughts
• Everyone will stare at me
• I am going to look foolish
• They can all tell I am nervous
• I am going to embarrass myself and not get a promotion

Self-Focused Attention
-1 can feel myself sweating & shaking
-1 don't think I can eat, I feel nauseous from this stress!
-1 know I look terrible to them... I can feel my face is red
and they all notice
-1 think they see me as a slob and a poor presenter
-1 know they can see my hands shaking

Safety Behaviors
- Gripped utensils tightly
- Kept hands under table to hide
shaking
- Ate slowly, when others were looking
away or down
- Kept my jacket on to hide sweating
- Looked down; avoided eye contact

Anxiety Symptoms
• Couldn't concentrate
• Sweating
• Shaking hands
• Nausea
• Blushing

Your Clark & Wells Model
Situations

Negative Automatic Thoughts

Self-Focused Attention

Safety Behaviors

Anxiety Symptoms
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COST ESTIMATION REEVALUATION
Step 1: Introduce the SUDS-like "severity rating scale," with "0" representing "not bad
at all" and "100" representing "the worst thing that could possibly happen."
Say, "I like to reserve "100" for something like "everyone I know is kidnapped and
tortured to death in front of me and then I am tortured to death." That is something
really horrible, and it's hard to think of anything much worse. Let's anchor "I am
killed instantly" at about "95," and reserve the higher numbers for things that even
worse than that."
Step 2: Rate non-social situations.
Lose wallet
Lose key to dorm room
- Break a leg (have to go to the
hospital, pay -medical bill of $750,
wear cast for 6 months, no crutches
needed)
- Lose $20 bill
Learn that you have a 15-page paper
due tomorrow and realize that you
will not be able to make the deadline
Step 3: Rate social situations. If possible, tailor to individual's concerns. Consider using
the following:
- Rip trousers in class and have to
walk to dorm room with a big hole in
your pants
Have a total stranger think that you
are stupid
- Have a total stranger think that you
are inconsiderate
Have a total stranger think that you
are nervous
- Have a total stranger think that you
are socially inept
Give a presentation in class that goes
poorly, but does not affect your
grade
Ask someone out on a date and have
them say "no"
- Other

-

Other

Step 4: Rank order all the situations from above (social and non-social) in one list
Step 5: Compare rankings and identify overvalued situations
Step 6: Reconsider the ratings of overvalued situations
Step 7: Invest the individual in the goal of "reducing importance of others' opinions.

Behavior Change Sheet - Session 1

Old
New
Avoidance Approach
Internal

External

New
Safety
Behaviors Behaviors
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Behavior Change Sheet - Session 2

Old

New

Avoidance Approach
Internal

External

Safety
New
Behaviors Behaviors
Over Predicting
&

Post Mortem

APPENDIX C
RTC PROTOCOL

Relaxation Training Protocol

Primary Investigator:

Kerry Renner, M.A.
Department of Psychology
753-7016
krenner@niu.edu

Faculty Advisor:

David Valentiner, Ph.D.
Department of Psychology
753-7086
dvalentiner(5),niu. edu
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Preparation: To do prior to meeting with residents
To Do:
•

Review Participant File
• - record Assessment number (ex: A001)
• write down/review identified socially anxious situations

Organization of materials
•
•
•

Relaxation CD CD Player
Have CD player and CD set up.

/.

Session One Greet the participant "Are you

?" (know the name of the participant

you are expecting!
"Thank you for coining today. Please feel free to put your bag down. Have a
seat in the black chair over there."
-

Have the person sit in the chair. Sit across from him/her.

Informed Consent and Greeting:
"Thanks again for coming today. Today's session will take under an hour to
complete.
Begin with small talk - take a few minutes to get to know the person. Suggested
questions:
-

How do you like NIU?
How is living in Grant?
Have you made friends?
What social situations that give you anxiety did you identify during your
interview?
How are your classes going?
General chit-chat should last at least 5 minutes. Then say,
"There are a few items I want to discuss before we get started"

4. I am a doctoral student studying clinical psychology. Dr. Valentiner is my
advisor for this project and he is a faculty member in the psychology
department.
5. As indicated in your interview session, you will be paid $8 for each hour of
participation in this research project. You will be paid at the end of your
participation which will be in just a few weeks.
6. I want to remind you of the Informed Consent that you signed at your
interview session. Remember that your experiences here are confidential
within the scope of our research team. Additionally, your participation is
voluntary, and you may choose to discontinue this project at any time. Do
you have any questions?
Allow the participant to ask questions. If you cannot answer a specific question,
indicate that you will have the Primary Researcher contact the participant with the
answer.
"Today you will be listening to a recording that will introduce you to applied
relaxation techniques. These techniques may be useful to you when you are
in stressful or anxiety provoking situations. The recording will last
approximately 22 minutes. The recording is designed for home use, and the
man on the recording will tell you to practice certain sections several times
before moving on. However, today we are going to go ahead and listen to the
first three sessions. After the recording is done, I will check in with you. Do
you have any questions at this time? Go ahead and get comfortable. You can
recline in the chair and close your eyes"
"I am going to turn off the lights. I will be sitting over at the computer doing
some work while you listen to the recording, so feel free to relax and follow
along with the tape. Do you have any questions?"
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Answer questions that you can. If the questions are specific to what is on the
recording, indicate that you cannot answer those at this time, and that you will
address questions after the recording is finished.

Dim the lights/Turn them off. Play the CD - only play Track 1. You will known you
are at the end after you hear 3 sessions, and the voiced says "This is the end of Side
One." After the completion of Track 1, stop the CD before Track 2 starts. You may
work on the computer while the participant is listening to the tape

Once the recording is completed, say "I am going to turn the lights on again" and
then do so. Sit across from the participant. Instruct him/her to go ahead and sit up in
the chair.

Ask how the experience was for the participant. Inquire as to whether they felt they
were able to relax according to what the recording instructed. When they are done
describing their experience say, "Well, I do hope that was generally a positive
experience for you. What I would like for you to do over the next few weeks is to
try to enter into as many new social situations as possible. As much as possible,
try to approach any social situations that would typically make you
uncomfortable. These situations will give you the opportunity to practice the
skills you began to learn about today. Are you willing to try this?"
"Ok, we need to schedule you for your next session. Does this time for you again
next week?
(If this time does not work for you as a therapist, suggest a time that works for both of
you and let Kerry know this schedule ASAP.)

Repeat the appointment time, thank the participant for coming, and walk him/her to
the door.
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Let Kerry know the session was completed. Write up a session note. In the note
include time approximations for Introduction, Relaxation, and closing. Insert the
session note into the DV Review file folder in the Valentiner Lab.
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II.

Session Two -

Greeting:
"Thanks again for coming today. Today's session will take under an hour to
complete. How have you been? Let the person respond
-

Before we get started, can you tell me about any anxiety you may have had in
social situations since we last met?
If had anxiety ask, "did you use any of the relaxation techniques you heard
about last time when you became anxious?"
Listen to participant response.
"Ok, do you have any questions before we get started today?"
Answer questions
"Today you will be listening to two recordings. First you will hear the
recording that was played last week. This will be a refresher on the first 3
sessions of applied relaxation techniques. Then you will hear about new tips
and information about applied relaxation. The recordings will last about 45
minutes. Do you have any questions at this time? Go ahead and get
comfortable. I going to turn off the lights and sit over at the computer again
if you need me for anything.

Answer questions that you can. If the questions are specific to what is on the
recording, indicate that you cannot answer those at this time, and that you will
address questions after the recording is finished.
Dim the lights/Turn them off. Play the CD for both Track 1 and 2. You will hear
"This is the end of Side One" and you will need to go over and advance the CD to
Track 2. You may work on the computer while the participant is listening to the tape,
or do other work over at the desk.
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Once the recording is completed, say "I am going to turn the lights on again" and
then do so. Sit across from the participant. Instruct him/her to go ahead and sit up in
the chair.
Answer any questions the participant may have about the experience. Say:
Say "How was that for you today? Let the person respond. Try to identify particular
sections that may have been difficult for the person.

Say, "Once again, try to remember what you heard on the tape over the course
of the next few weeks. Make an effort to put yourself in social situations that
would normally cause you anxiety, and when you are in those situations, try to
remember the relaxation tips you heard today."

"Someone will be calling you in a week or so in order to schedule your final
assessment. During that session you will go through another brief interview and
you will complete some pencil and paper questionnaires. That session should
take less than an hour of your time. You will be paid for all of your participation
at that session. Do you have any questions?"

Answer questions

"Thank you again for your time. We appreciate your participation in our
research study. Someone will call you soon. Have a good day."
Walk the participant to the door. When he/she is gone, complete a short session note
and put it in the DV Review folder in the Valentiner Lab. Let Kerry know the
participant showed up.

